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EDITORIAL - REDAKSIONEEL 


DISPUTED MEDICAL FEES 


Because the Council may take disciplinary 
action about improper fees, it is relevant to 
examine its approach to this problem in recent 
years, as well as the inherent nature of the 
problem itself. 


The right to charge a fee for medical ser- 
vices flows from a contract between the doctor 
and his patient, both protected by the common 
law. But the doctor, in addition, submits to 
a code of ethics (and consequential discipline) 
which far exceeds the requirements of the 
common law. The way in which he is cir- 
cumscribed is defined in the Medical, Dental 
and Pharmacy Act. His liability to more than 
the requirements of the common law empha- 
sizes that the Council’s concern with his con- 
duct (which could come into question if his 
fees were regarded as improper or disgraceful) 
is, as it should be, of an entirely ethical nature. 

The difficulty of justly defining a proper 
fee is complicated by the automatic distinc- 
tion the Council draws between general 
practitioners and specialists. The profession 
has been told officially that a specialist may 
charge higher fees than a general practitioner, 
in the circular of 30 December 1946, when 
the then Council (whose composition was 
markedly different from that of the present 
Council) delivered itself of the totally irre- 
levant opinion (which had better been left 
unexpressed) that although specialists could 
charge higher fees, this did not imply that 
they were entitled to a higher income than 
were general practitioners. This circular could 
now well be withdrawn by the Council. 


BETWISTE DOKTERSGELDE 


Omdat die Raad dissiplinére stappe kan doen 
teen ’n dokter wat te veel vir sy dienste vra, 
is dit van belang om na te gaan hoe die Raad 
hierdie probleem in die afgelope paar jaar be- 
nader het, en om tegelykertyd ondersoek na die 
probleem self in te stel. 

Die reg om geld vir mediese behandeling te 
vra, spruit voort uit die kontrak tussen die 
dokter en sy pasiént, en albei partye word deur 
die gemeenreg beskerm. Daarbenewens onder- 
werp die dokter hom aan ’n etiese kode (en 
gevolglik ook aan dissipline) wat die vereistes 
van die gemeenreg ver oorskry. Die perke 
waarbinne hy hom moet hou, word deur die 
Wet op Geneeshere, Tandartse en Aptekers 
omskryf. Die feit dat hy aan veel meer as die 
vereistes van die gemeenreg moet voldoen, 
benadruk dat die Raad se belangstelling in sy 
gedrag (wat in twyfel getrek kan word as sy 
rekenings as onbehoorlik of skandalig beskou 
word) van ’n suiwer efiese aard is. 

Die moeilikheid met die omskrywing van ’n 
behoorlike rekening word vererger deur die 
outomatiese onderskeid wat die Raad tussen 
algemene praktisyns en spesialiste maak. Die 
mediese beroep is amptelik in kennis gestel (in 
’n omsendbrief gedagteken 30 Desember 1946) 
dat ’n spesialis meer as ’n algemene praktisyn 
kan vra. Hieraan het die destydse Raad (wat 
opvallend anders as die huidige Raad saam- 
gestel was) ’n mening toegevoeg wat hoe- 
genaamd nie ter sake was en miskien nooit in 
woorde uitgedruk moes gewees het nie, naam- 
lik dat hoewel die spesialis meer kan vra, dit 
nie beteken dat hy op ’n hoér inkomste as ’n 
algemene praktisyn geregtig is nie. 
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Because of this circular, a general practi- 
tioner clearly may find himself in a difficulty 
if he charges the same fee as a specialist for 
the same medical service. There is an inherent 
inequity in this approach to the problem. No 
one would deny to the specialist a higher fee 
for his services—but the justification of the 
higher fee must lie in his greater skill, know- 
ledge and experience; in other words, because 
of his greater expertness. This is a profes- 
sional quality not necessarily related to 
specialist registration by the Council. By what 
logic should a general practitioner who has 
become skilled in the administration of anaes- 
thetics over a period of 30 years be debarred 
from charging the fee charged by a colleague 
of 5 years’ standing who has just been 
admitted to the Specialist Register? Other 
obvious examples of this inequitable state of 
affairs are to be found in the field of mid- 
wifery, paediatrics and general surgery. 
Furthermore, even among experts there are 
degrees of expertness. We can only strongly 
deprecate the increasing tendency to equate 
the novice with the skilled, experienced, 
veteran doctor, whether in the specialist or 
the general practitioner field. 


THE PrRE-1954 ERA 


The Council’s attempts to administer section 
80 of the Act before the 1954 amendment 
may quite objectively be described as 
disastrous for the profession, the public and 
the Council itself. The unjustified publicity 
associated with the inquiries had the inescap- 
able effect of encouraging patients to make 
complaints even when these were without sub- 
stance. The doctor-patient relationship was 
being corroded. A situation arose in which 
the doctor was not even consulted about a 
fee when the patient may have been in diffi- 
culties about paying it. Events conspired to 
urge the lodging of complaints when it would 
have been more proper for the patient to have 
put his position frankly to his family doctor, 
who was always prepared to help him in his 
troubles. The net result was that for a time 
medical practitioners lived in a reign of terror 
whenever they rendered their accounts. They 
never knew when they were within the ambit 
of the Council's conception of what was im- 
proper. Indeed, the Council itself did not 
know if a fee was excessive until it had sat 
in judgment on the matter. Many a practi- 
tioner must have penalized himself unfairly 
(and may still be doing so) to avoid the risk 
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Gesien die inhoud van hierdie omsendbrief 
is dit duidelik dat ’n algemene praktisyn in ’n 
moeilike posisie kan beland as hy net soveel 
as ’n spesialis vir dieselfde mediese dienste vra. 
In hierdie benadering van die saak 1é daar 
’n inherente onbillikheid opgesluit. Niemand 
ontsé die spesialis die reg om meer vir sy 
dienste te vra nie—maar die regverdigin 
daarvoor moet voortspruit uit sy groter vernuf, 
kennis en ervaring. Dit moet, met ander 
woorde op sy groter deskundigheid gebaseer 
wees. Maar laasgenoemde is ’n professionele 
hoedanigheid wat nie noodwendig verwant is 
aan die vereistes vir spesialiste-registrasie soos 
deur die Raad neergelé nie. Hoe kan daar 
logies geredeneer word dat ’n algemene prak- 
tisyn wat oor ’n tydperk van 30 jaar ’n deskun- 
dige in die toediening van narkose geword 
het, nie dieselfde prys vir sy dienste mag vra 
nie as ’n kollega met 5 jaar ondervinding wat 
so pas tot die register van spesialiste toegelaat 
is? Ander voor die hand liggende voorbeelde 
van hierdie onbillike toestand van sake kan 
gevind word in die sfeer van verloskunde, 
kindergeneeskunde en algemene snykunde. 
Temeer, selfs onder deskundiges is daar grade 
van deskundigheid. Ons betreur die toe- 
nemende neiging om die nuweling op 'n ge- 
lyke voet te stel met die deskundige, ervare 
veteraandokter, of hy nou al ’n spesialis of ’n 
algemene praktisyn is. 


Diz TyYDPERK vOOR 1954 


Die pogings wat die Raad voor die 1954- 
amendement aangewend het om artikel 80 van 
die Wet te administreer, kan—heeltemal objek- 
tief—as rampspoedig vir die mediese beroep, 
die publiek en die Raad self bestempel word. 
Die ongeregverdigde publisiteit wat altyd aan 
‘n ondersoek verbonde is, het ’n onvermydelike 
gevolg gehad. Dit het pasiénte aangemoedig 
om klagtes in te dien, selfs wanneer daar hoege- 
naamd geen gronde vir sodanige klagtes was 
nie. Die verhouding tussen dokter en pasiént 
is ondermyn. ’n Toestand het ontstaan waar 
die dokter nie eens geraadpleeg is as ’n pasiént 
dit moeilik gevind het om ’n rekening te betaal 
nie. Omstandighede het saamgespan om die 
pasiént aan te moedig om ’n klagte in te dien, 
waar hy na regte eintlik sy posisie moes gaan 
verduidelik het aan sy familiedokter wat nog 
altyd bereid was om hom te help as hy in 
moeilikheid verkeer. Die netto-resultaat was 
dat mediese praktisyns ’n tyd lank onder 'n 
skrikbewind geleef het en met vrees en bewing 
vervul was iedere keer dat hulle ’n rekening 
uitgestuur het. Hulle het nooit geweet of 
hulle oortree op ’n terrein wat miskien deur 
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and damage to his reputation attendant upon 
an inquiry into his fees, even if he is, in the 
event, completely exonerated. 


THE PRESENT POSITION 


Under the presidency of Prof. S. F. Oosthuizen, 
a long overdue amendment to the Act was 
introduced by the Council in 1954. The old 
Section 80 was withdrawn, and its place was 
taken by a new section (Section 80 dis). Events 
since then speak eloquently for the wisdom of 
that step. 

As many practitioners are not fully aware 
of the present position in regard to the 
management of disputes about fees, we print 
Section 80 dis elsewhere in this issue. 


The important new principle which emerges 
is that disputes about fees are no longer a 
matter of automatic public inquiry. The dis- 
puted fee is assessed by an Assessment Com- 
mittee of the Council, but provision is made 
for an appeal to the Council from a determina- 
tion made by the assessors. 


The position (somewhat involved though it 
is) is undoubtedly a great improvement on 
what went before. Its salient features may be 
summarized as follows: 


1. A practitioner must inform a patient of his 
fee when asked to do so by the patient or when 
the fee exceeds that usually charged. In the latter 
case, he is also obliged to tell the patient what the 
usual fee is. 

2. If asked to do so, a practitioner must provide 
a patient with details of his account within 14 days 
of the request. 

3. If the patient is not satisfied he may, within 
14 days, inform the practitioner in writing of the 
grounds for his dissatisfaction and, at the same time 
transmit the relevant particulars to the Council. 

4. The practitioner may, within 14 days after 
receiving the patient’s grounds for dissatisfaction, 
submit an amended claim to the patient in sub- 
stitution of the original claim. He is also obliged 
to send these particulars to the Council. 

5. If the patient receives no communication from 
the doctor, or if he finds the reply unsatisfactory, 
he may apply to the Council, within 14 days after 
expiration of the period set out in (4), for a deter- 
mination of the maximum amount which the prac- 
titioner should have claimed. 

6. This application must set out the relevant 
particulars in affidavit form and be accompanied by 
a determination fee eaual to 5% of the amount 
claimed. 

7. The patient must, at the same time, send the 
practitioner, by registered post, a copy of the parti- 
culare sent to the Council. The practitioner has 14 
days within which to submit affidavits to the Council 
setting out his own representations. 

8. The Council then appoints assessors from 
amongst its members to determine the issue. 
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die Raad as onbetaamlik beskou kan word nie. 
Trouens, die Raad self het nie geweet of ’n 
rekening buitensporig was totdat hy ’n oordeel 
oor die saak gevel het nie. Menige mediese 
praktisyn het hom in die verlede seker ge- 
penaliseer (en doen dit miskien vandag nog, 
vir al wat ons weet) om dié gevaar vry te 
spring, of uit vrees vir die benadeling van sy 
reputasie wat altyd met ’n ondersoek na sy 
rekenings gepaard gaan, selfs al word hy ook 
van alle blaam onthef. 


Die HUIDIGE POSISIE 


Onder die voorsitterskap van prof. S. F. Oosthuizen 
is ’n wysiging van die Wet (waarop daar reeds baie 
lank gewag is) in 1954 deur die Raad bewerkstellig. 
Die ou Artikel 80 is geskrap, en die plek daarvan 
is ingeneem deur 'n nuwe artikel (Artikel 80 57s). 
Voorvalle wat sedertdien plaasgevind het, het onteen- 
seglik bewys dat dit ’n baie verstandige stap was. 

Aangesien baie mediese praktisyns nie volkome 
op hoogte is van die huidige posisie vir sover dit 
die behandeling van geskille oor doktersgelde betref 
nie, publiseer ons Artikel 80 bis elders in hierdie 
uitgawe. 

Die belangrike nuwe beginsel wat neergelé word 
is dat ’n geskil oor doktersgelde nie langer ’n aan- 
geleentheid is wat automaties op ’n openbare onder- 
soek uitloop nie. Die betwiste rekening word 
gewaardeer deur ’n Waarderingskomitee van die 
Raad, maar voorsiening word ook daarvoor gemaak 
dat appél teen ’n beslissing van die assessore by die 
Raad self aangeteken kan word. 

Die posisie is weliswaar ’n bietiie ingewikkeld 
maar is nogtans ’n groot verbetering op die vorige 
toestand. Die belangrikste kenmerke daarvan kan 
soos volg saamgevat word: 

1. ’n Mediese praktisyn moet ’n pasiént meedeel 
hoevee! hy gaan vra as hy deur die pasiént versoek 
word om sulks te doen, of as die rekening groter 
as gewoonlik gaan wees. In laasgenoemde geval is 
hy ook verplig om die pasiént mee te deel hoeveel 
in normale omstandighede gevra word. 

2. Indien hy versoek word om dit te doen, moet 
die praktisyn ’n pasiént voorsien van besonderhede 
in verband met sy rekening binne 14 dae na ont- 
vangs van die versoek. 

3. Indien die pasiént ontevrede is, kan hy die 
dokter binne 14 dae skriftelik meedeel waarom hy 
nie tevrede is nie, en die onderhawige besonderhede 
terselfdertyd aan die Raad voorlé. 

Binne 14 dae nadat die praktisyn verwittig 
is van die gronde vir die pasiént se ontevredenheid 
kan hy ’n gewysigde rekening, in die plek van die 
oorspronklike rekening, aan die pasiént besorg. Hy 
is ook verplig om besonderhede hieroor aan die 
Raad te stuur. 

5. Indien die pasiént geen mededeling van die 
dokter ontvang nie, of indien die dokter se antwoord 
onbevredigend is, kan hy (die pasiént) binne 14 dae 
na verstryking van die tydperk wat in (4) genoem 
is die Raad versoek om die maksimum-bedrag wat 
die mediese praktisyn moes gevra het, vas te stel. 

6. In hierdie aansoek moet die besonderhede van 
die geval in die vorm van ’n beédigde verklaring 
uiteengesit word, en dit moet vergesel gaan van 
vasstellingsgelde gelykstaande aan 5% van die be- 
drag wat geéis word. 

7. Terselfdertyd moet die pasiént ’n afskrif van 
die besonderhede wat aan die Raad voorgelé is per 
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9. The assessors must afford both parties an 
opportunity of submitting, by way of affidavit, any 
additional representations they may wish to make. 


10. The determination made by the assessors is 
final and binding on both parties subject to: 


11. An application by either party to the Council, 
within 30 days, for a review of the determination. 

A review fee of 5% of the amount determined 
must be paid. 


12. If the amount claimed for review is less than 
£100, the Executive Committee of the Council may 
dispose of the matter. 

13. This determination is subject to the procedure 
outlined in (9) and (10). 


14. If the amount determined by the assessors 
(see (8) above) is less than 90% of the amount 
claimed, and is not (on review by the Executive 
Committee) increased to 90% or more of the amount 
claimed, the patient may recover from the practi- 
tioner an amount equal to the determination fee. 


This constitutes, in effect, a fine imposed on the 
practitioner. 


15. If the amount determined by the Executive 
Committee is less than 90% of the amount claimed 
and less than the amount determined by the 
assessors, the patient may recover from the practi- 
tioner a sum equal to the review fee. 


This constitutes, in effect, another fine on the 
practitioner. 


If, however, the determination by the Executive 
Committee is 90% of the amount claimed and 
exceeds the amount determined by the assessors, the 
practitioner may (if he asked for the review) recover 
the amount of the review fee from the patient. 


16. While a determination (see (5) above) or its 
review (see (12) above) is under consideration, the 
practitioner may not institute proceedings against 
the patient for the recovery of the amount in dispute. 


17. Once the amount of the practitioner’s fee 
has been determined, he is not entitled to recover 
from the patient a sum greater than that determined. 

In practice, many disputes about fees have 
been settled without the publicity and the un- 
warranted stigma associated with the discipli- 
nary inquiries of the pre-1954 era. The pro- 
cedure, however, is so cumbersome that there 
is much to be said for its simplification, pro- 
vided the fundamental principle is observed 
of keeping what is, in effect, a difference of 
opinion, out of the realms of public discipli- 
nary inquiries. 

It must be appreciated, however, that 
situations may arise in which a practitioner's 
fee may be classified as improper or dis- 
graceful. It may, e.g. be extortionate. There 
is little doubt about the meaning of ‘ extor- 
tionate,’ and his colleagues would be the first 
to condemn any practitioner guilty of such 
monstrous conduct. The Council reserves the 
right, in such circumstances, to take discipli- 
Mary action against the practitioner. It does 
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aangetekende pos aan die dokter stuur. Die mediese 
praktisyn kry dan 14 dae om beédigde verklarings, 
waarin sy eie vertoé uiteengesit word, aan die Raad 
voor te 

8. Uit eie geledere stel die Raad dan assessore 
aan hom oor die onderhawige saak te besluit. : 

9. Die assessore moet albei partye '’n geleentheid 
bied om enige addisionele vertoé by wyse van 
beédigde verklarings aan die assessore voor te lé. 

10. Die beslissing van die assessore is finaal en 
— op albei partye, onderworpe aan die vol- 

ende: 
‘ 11. ’n Aansoek kan binne 30 dae deur een van 
die partye aan die Raad voorgelé word om die 
vasstelling in heroorweging te neem. 

Hersieningsgelde, gelykstaande aan 5% van dic 
ane wat vasgestel is, moet in so ’n geval betaal 
word. 

12. Indien die bedrag wat ten grondslag van 
die hersieningseis 1é, minder as £100 is, kan die 
Uitvoerende Komitee van die Raad die saak af- 
handel. 

13. Hierdie vasstelling is onderworpe aan die 
prosedure soos in (9) en (10) hierbo uiteengesit. 

14. Indien die bedrag wat deur die assessore 
vasgestel word (lees (8) hierbo) minder is as 90% 
van die bedrag wat geéis word, en indien dit nie 
(na hersiening deur die Uitvoerende Komitee) ver- 
meerder word tot 90% of meer van die geéiste 
bedrag nie, kan die pasiént ’n bedrag gelykstaande 
aan die vasstellingsgelde op die mediese praktisyn 
verhaal. 

In werklikheid kom dit neer op 'n boete wat 
deur die mediese praktisyn betaal moet word. 

15. Indien die bedrag wat deur die Uitvoerende 
Komitee vasgestel word, minder is as 90% van die 
bedrag wat geéis word, en ook minder as die bedrag 
wat deur die assessore vasgestel is, kan die pasiént 
‘n bedrag gelykstaande aan die hersieningsgeld op 
die mediese praktisyn verhaal. 

In werklikheid kom dit neer op ’n verdere boete 
wat deur die dokter betaal moet word. 

Indien die vasstelling van die Uitvoerende Komitee 
egter 90% van die geéiste bedrag is en die bedrag, 
soos deur die assessore vasgestel, oorskry, kan die 
mediese praktisyn (indien hy om ’n hersiening gevra 
het) die bedrag wat hv by wyse van hersieningsgeld 
betaal het op die pasiént verhaal. 

16. Onderwyl ’n vasstelling (lees (5) hierbo) of 
die hersiening van 'n vasstelling (lees (12) hierbo) 
oorweeg word, kan die praktisyn nie ’n geding vir 
die verhaal van die betwiste bedrag teen die pasiént 
instel nie. 

17. As die bedrag van die praktisyn se rekening 
eenmaal vasgestel is, kan hy nie 'n ato wat die 
vasgestelde bedrag oorskry, op die pasiént verhaal 
nie. 

In die praktyk is talle geskille oor dokters- 
rekenings reeds besleg sonder die publisiteit en die 
ongeoorloofde skandvlek wat altvd met dissiplinére 
ondersneke in die tydperk vdér 1954 gepaard gegaan 
het. Die prosedure is egter so omslagtig dat goeie 
redes vir die vereenvoudiging daarvan aangevoer kan 
word, mits die fundamentele beginsel altyd voor oé 
gehou word—dit wil sé, om wat in effek ’n menings- 
verskil is buite die bestek van ’n openbare dissi- 
plinére ondersoek te hou. 

Daar moet egter besef word dat ’n toestand bes 
moontlik kan ontstaan waar ’n mediese praktisyn se 
rekening as onbehoorlik of skandalig bestempel kan 
word. Dit kan, byvoorbeeld, afpersend wees. Daar 
bestaan min twyfel oor die betekenis van die woord 
,afpersend’, en ’n mediese praktisyn wat hom aan 
sodanige skandalige gedrag skuldig maak, sal heel 
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this under Chapter IV of the Act, which gives 
the Council powers 

‘to enquire into any complaint, charge or allegation 
of improper conduct or disgraceful conduct against 
any person registered under this Act.’ 

The Council must be well aware of the fact 
that variations in private fees are not suscep- 
tible to classification in price-controlled lists. 
This is something which the Council can 
evaluate and allow for under the present system 
where differences of opinion may be resolved 
equitably and amicably, even though what 
compulsion there is about the fee applies only 
to the practitioner. There is no provision in 
the Act (nor can there very well be) which 
compels the patient to pay the fee as deter- 
mined. 


JOHNSON & JOHNSON AWARDS FOR 
POST-GRADUATE CLINICAL STUDY IN 
SOUTH AFRICA 


It is gratifying to be able to record elsewhere 
in this issue the announcement that 5 post- 
graduate awards for clinical study in South 
Africa have been made available by Johnson & 
Johnson (Pty.) Ltd, East London. These are 
intended for general practitioners, and are con- 
trolled by a Selection Committee entirely 
independent of the sponsoring pharmaceutical 
company. 

In his presidential address at the Medical 
Congress in East London last year, Dr. P. F. H. 
Wagner referred to the need for more scholar- 
ships of the type which had already been intro- 
duced by SKF Laboratories (Pty.) Ltd., Port 
Elizabeth. The profession will therefore note 
with approval and appreciation the generous 
addition to the facilities made available for 
general ns by Johnson & Johnson 
(Pty.) Ltd. 

The Fellowships are not intended to assist 
those who wish to obtain higher qualifications 
for admission to the specialist register. They 
are meant to give an opportunity to general 
practitioners to attend refresher courses (for a 
2-month period) at the various medical schools 
in South Africa, with a minimal dislocation 
of their private practices. 

A very considerable number of awards can 
be obtained by those in full-time practice, par- 
ticularly in the research field. The great merit 
of the present type of award is that it makes 
it possible for the doctor who is serious about 
his career in the field of general practice, to 
make use of an opportunity to bring himselt 
up to date on recent advances generally, or in 
a particular field in which he may have a 
special interest. 
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eerste deur sy eie kollegas veroordeel word. In 
sulke omstandighede behou die Raad dan ook die 
reg voor om dissiplinére stappe teen die betrokke 
praktisyn te doen. Dit geskied kragtens Hoofstuk 
IV van die Wet wat bevoegdheid aan die Raad toe- 
vertrou om ’n ondersoek in te stel na enige klagte, 
beskuldiging of bewering van onbetaamlike skande- 
like gedrag teen enige persoon wat kragtens hierdie 
Wet geregistreer is. 

Die Raad is wel deeglik bewus van die feit dat 
verskille in private doktersgelde nie aan klassifikasie 
in prysbeheerlyste onderhewig is nie. Dit is iets wat 
die Raad kan evalueer en waarvoor hy voorsiening 
kan maak onder die huidige stelsel waar menings- 
verskille op ’n billike en vriendskaplike wyse besleg 
kan word, al is die enigste verpligtinge i.v.m. 
rekenings dan ook net dié waaraan die mediese prak- 
tisyn onderworpe is. .Die Wet bevat naamlik geen 
bepaling (en kan dit ook nie juis doen nie) wat die 
pasiént verplig om die vasgestelde bedrag te betaal 
nie. 


JOHNSON & JOHNSON SE TOEKEN- 
NINGS VIR NA-GRAADSE KLINIESE 
STUDIE IN SUID-AFRIKA 


Dit is verblydend om elders in hierdie uitgawe 
te kan aankondig dat 5 na-graadse toekennings 
vir kliniese studie in Suid-Afrika deur Johnson 
& Johnson (Pty.) Ltd., van Oos-Londen, beskik- 
baar gestel is. Hulle is bedoel vir algemene 
praktisyns, en word gekontroleer deur ’n Keur- 
komitee wat heeltemal onafhanklik staan van 
die farmaseutiese maatskappy wat die toeken- 
nings doen. 

In sy voorsittersrede op die Mediese Kongres 
verlede jaar in Oos-Londen het dr. P. F. H. 
Wagner verwys na die behoefte aan meer 
beurse van die soort wat reeds deur SKF 
Laboratories (Pty.) Ltd., van Port Elizabeth, uit- 
geloof is. Die mediese professie sal derhalwe 
met goedkeuring en waardering kennis neem 
van die milddadige toevoegsel tot die reeds 
bestaande fasiliteite wat Johnson & Johnson 
(Pty.) Ltd. nou tot beskikking van algemene 
praktisyns stel. 

Die beurse is nie bedoel vir diegene wat hoér 
kwalifikasies wil verkry vir toelating tot die 
register van spesialiste nie. Die bedoeling is 
om algemene praktisyns ’n geleentheid te bied 
om herhalingskursusse vir ’n tydperk van 2 
maande aan verskillende mediese skole in Suid- 
Afrika te loop, met minimum-ontwrigting van 
hul private praktyke. 

’n Aansienlike aantal beurse is verkrygbaar deur 
dokters met voltydse praktyke, veral vir sover dit 
navorsingswerk betref. Die groot verdienste van 
die huidige tipe toekenning is dat dit die dokter wat 
sy loopbaan as algemene praktisyn ernstig opneem, 
’‘n geleentheid bied om op hoogte van die jongste 
vorderings in die algemeen te kom, of om hom toe 
te lé op enige besondere sfeer waarin hy spesiale 
belang stel. 
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ABSTRACT 


DIET, CHOLESTEROL AND ATHEROMA 


Thirty-three male albino rabbits of similar age and 
weight completed treatment as follows: 

Group 1 (9 rabbits) received only a control diet 
of rabbit chow; 

Group 2 (8 rabbits) received the same diet plus 
0.6 g. of cholesterol daily; 

Group 3 (7 rabbits) received the control diet plus 
cholesterol and 0.5 g. of nicotinic acid daily; and 

Group 4 (9 rabbits) received the control diet 
plus 0.5 g. of nicotinic acid daily. 

Body weight and serum cholesterol were deter- 
mined monthly. At the end of 3 months the animals 
were sacrificed and the heart, aorta, liver and kidneys 
were studied grossly and histologically. 

Neither atheromatous vascular lesions nor _in- 
creased values for serum cholesterol were noted in 
the control groups. Hypercholesteremia was present 
in both cholesterol-fed groups but was less marked 


in the group that received also large doses of nico- 
tinic acid. Furthermore, in this latter group the 
degree of aortic atheromatosis was less than in the 
group receiving cholesterol without nicotinic acid. 
Administration of large doses of nicotinic acid orally 
to animals fed the control diet produced no detect- 
able toxic effects upon the hepatic or renal 
parenchyma, nor did it cause any significant change 
in the concentration of serum cholesterol. 

This study suggests that, in the cholesterol-fed 
rabbits, large doses of nicotinic acid did not prevent 
accumulation of lipids in the parenchyma of the 
iver. 

These findings justify the conclusion that large 
oral doses of nicotinic acid reduce the hyper- 
cholesteremia and the aortic atheromatosis produced 
in rabbits by the administration of cholesterol. 


{From Proceedings of the Staff Meetings of the 
Mayo Clinic, 1959, 34, 508]. 


THE PROCEDURE IN DISPUTES ABOUT MEDICAL FEES 


CHARGES BY REGISTERED PERSONS OTHER THAN CHEMISTS AND DRUGGISTS* 


80 dis. (1) Every person registered under this 
Act (in this section referred to as the prac- 
titioner) except a chemist and druggist shall, 
unless the circumstances render it impossible 
for him to do so, before rendering any pro- 
fessional services inform the person to whom 
the services are to be rendered or any person 
responsible for the maintenance of such person, 
of the fee which he intends to charge for such 
services— 

(a) when so requested by the person con- 
cerned; or 

(6) when such fee exceeds that usually 
charged for such services, 
and shall in a case to which paragraph (d) 
relates, also inform the person concerned of the 
usual fee. 

(2) Any practitioner who in respect of any 
professional services rendered by him claims 
payment from any person (in this section re- 
ferred to as the patient) shall, within fourteen 
days after receipt of a request in writing to 
that effect provide the patient with a detailed 
account and such further information relating 
to the amount claimed as the patient may 
require. 

(3) The patient may within fourteen days 
after receipt of the detailed account and further 
information, if any, referred to in sub-section 
(2), in writing inform the practitioner that in 
his opinion the amount claimed is unreason- 
able and set out the grounds on which such 


* From the Medical, Dental and Pharmacy Act No. 
13 of 1928, as amended by Act No. 29 of 1954. 


opinion is based and shall at the same time 
transmit to the council particulars of the claim 
and of the said grounds. 

(4) The practitioner may within fourteen 
days after receipt of the grounds referred to in 
sub-section (3), submit to the patient an 
amended claim in substitution for his original 
claim and shall if he so submits an amended 
claim transmit to the council a copy thereof. 

(5) If no reply is received by the patient 
from the practitioner and no amended claim 
is submitted, or if an amended claim is sub- 
mitted and the patient considers such amended 
claim also to be unreasonable, the patient may, 
within fourteen days after the expiration of the 
period referred to in sub-section (4) or after 
receipt of the amended claim, apply to the 
council for a determination of the maximum 
amount which the practitioner should have 
claimed from the patient in respect of the ser- 
vices rendered. 

(6) An application under sub-section (5) 
shall be accompanied by— 

(a) an affidavit setting forth fully— 

(i) the grounds upon which the patient's 
opinion that the amount claimed is unreason- 
able, is based; and 

(ii) such facts relating to the amount claimed 
as the patient may wish to bring to the notice 
of the council; and 

(4) a determination fee of five per cent. of 
the amount claimed. 

(7) The patient shall on the date upon which 
he transmits to the council an application 


00 


| 7 
u 
Pp 
re 
al 
af 
af 
a 
Sl 
- le 
IT 
ré 
ti 
se 
te 
al 
S¢ 
tl 
u 
a 
tl 
10) 
st 
tl 
S| 
€ 
n 
V 


160 


the 


fer 


7 May 1960 


under sub-section (5), transmit by registered 
post to the practitioner a copy of the affidavit 
referred to in paragraph (a) of sub-section (6), 
and the practitioner shall within fourteen days 
after receipt thereof submit to the council an 
affidavit setting forth fully— 

(a) any representations he may wish to sub- 
mit in support of his claim; and 

(4) such facts relating to the amount claimed 
as he may wish to bring to the notice of the 
council. 

(8) Upon receipt of an application under 
sub-section (5), the council shall appoint not 
less than two and not more than five of its 
members as assessors who shall determine the 
maximum amount which in their opinion the 
practitioner should have claimed from the 
patient in respect of the services rendered. 

(9) The assessors shall for the purpose of 
making a determination under sub-section (8), 
afford both the practitioner and the patient an 
opportunity of submitting by affidavit such 
representations, in addition to any representa- 
tions submitted under sub-section (6) or (7), 
as they may wish to put forward for con- 
sideration by the assessors. 

(10) Any determination made under sub- 
section (8) shall be communicated by regis- 
tered post to the practitioner and the patient 
and shall, subject to the provisions of sub- 
sections (11) and (12), be final and binding on 
them. 

(11) Any practitioner or patient who con- 
siders himself aggrieved by a determination 
under sub-section (8) may, within thirty days 
after the date thereof and upon payment to 
the council of a review fee of five per cent. 
of the amount determined under that sub- 
section, apply to the council for a review of 
the determination. 

(12) Upon receipt of an application under 
sub-section (11), the council or, if the amount 
claimed is less than one hundred pounds, its 
executive committee, shall review the deter- 
mination of the assessors and may confirm 
that determination or set it aside and deter- 
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mine anew the maximum amount which the 
practitioner should have claimed from the 
patient in respect of the services rendered. 

(13) The provisions of sub-sections (9) and 
(10) shall apply mutatis mutandis in respect of 
a determination on review under sub-section 
(12). 

(14) If the amount determined under sub- 
section (8) is less than ninety per cent. of the 
amount claimed, and is not on review under 
sub-section (12) increased to ninety per cent. 
or more of the amount claimed, the patient 
may recover from the practitioner an amount 
equal to the determination fee. 

(15) If the amount determined on review 
under sub-section (12)— 

(a) is less than ninety per cent. of the 
amount claimed and less than the amount pre- 
viously determined under sub-section (8), the 
patient may, where application for review was 
made by him, recover from the practitioner 
an amount equal to the review fee; 

(b) is ninety per cent. or more of the 
amount claimed, and exceeds the amount pre- 
viously determined under sub-section (8), the 
practitioner may, if the application for review 
was made by him, recover from the patient an 
amount equal to the review fee. 

(16) Pending the result of an application 
for a determination under sub-section (5) or 
the review of a determination under sub-sec- 
tion (12) no proceedings shall be instituted by 
a practitioner for the recovery from a patient 
of any amount involved in such application. 

(17) Where the amount which should have 
been claimed by a practitioner in respect of 
any professional services rendered by him has 
been determined under this section, that prac- 
titioner shall not be entitled to recover from 
the patient concerned in respect of these ser- 
vices an amount exceeding the amount deter- 
mined. 

(18) This section shall not be deemed to 
divest the council of any of its powers or 
functions under Chapter IV in relation to acts 
or omissions of which it may take cognizance. 


DIE PROSEDURE IN GESKILLE OOR DOKTERSGELDE 


VORDERINGS DEUR ANDER GEREGISTREERDE PERSONE AS APTEKERS* 


80 bis. (1) Tensy die omstandighede dit vir 
hom onmoontlik maak, moet elke ingevolge 
hierdie Wet geregistreerde persoon (in hierdie 
artikel die praktisyn genoem), behalwe ’n 


* Uittreksel uit die Wet op Geneeshere, Tandartse 
en Aptekers, No. 13 van 1928, soos verwysig deur 
Wer No. 29, 1954. 


apteker, voordat hy professionele dienste lewer, 
die persoon aan wie die dienste gelewer gaan 
word of iemand wat vir die onderhoud van 
daardie persoon verantwoordelik is, verwittig 
van die gelde wat hy voornemens is om vir 
daardie dienste te vorder— 

(a) wanneer daartoe deur die betrokke per- 
soon versoek; of 
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(5) wanneer daardie gelde meer is as die 
gelde wat gewoonlik vir sulke dienste gevorder 
word, 
en moet in ’n geval waarop paragraaf (4) be- 
trekking het, die betrokke persoon ook van die 
gewone gelde verwittig. 

(2) ’n Praktisyn wat ten opsigte van pro- 
fessionele dienste deur hom gelewer betaling 
van iemand (in hierdie artikel die pasiént 
genoem) vorder, moet binne veertien dae na 
ontvangs van ’n skriftelike versoek te dien 
effekte aan die pasiént gespesifiseerde 
rekening en die verdere inligting wat die 
pasiént mag verlang met betrekking tot die 
gevorderde bedrag verstrek. 

(3) Die pasiént kan binne veertien dae na 
ontvangs van die in sub-artikel (2) bedoelde 
gespesifiseerde rekening en verdere inligting, as 
daar is, die praktisyn skriftelik meedeel dat die 
gevorderde bedrag na sy oordeel onredelik is 
en die gronde waarop sy sienswyse berus, uit- 
eensit en moet terselfdertyd besonderhede van 
die vordering en van die bedoelde gronde aan 
die raad deurstuur. 

(4) Die praktisyn kan binne veertien dae na 
ontvangs van die in sub-artikel (3) bedoelde 
gronde aan die pasiént 'n gewysigde vordering 
ter vervanging van sy oorspronklike vordering 
voorlé en moet indien hy aldus ’n gewysigde 
vordering voorlé, ’n afskrif daarvan aan die 
raad deurstuur. 

(5) Indien die pasiént geen antwoord van 
die praktisyn ontvang nie en geen gewysigde 
vordering voorgelé word nie, of indien ‘n 
gewysigde vordering voorgelé word en die 
pasiént die gewysigde vordering ook as on- 
redelik beskou, kan die pasiént binne veertien 
dae nadat die in sub-artikel (4) bedoelde tyd- 
perk verstryk het of na ontvangs van die 
gewysigde vordering, by die raad aansoek doen 
om ’n vasstelling van die maksimum bedrag 
wat die praktisyn ten opsigte van die gelewerde 
dienste van die pasiént moes gevorder het. 

(6) ’n Aansoek ingevolge sub-artikel (5) 
gaan vergesel van— 

(a) ’n beédigde verklaring wat volledig uit- 
eensit— 

(i) die gronde waarop die pasiént se siens- 
wyse dat die gevorderde bedrag onredelik is, 
berus; en 

(ii) die feite met betrekking tot die gevor- 
derde bedrag wat die pasiént onder die aandag 
van die raad wil bring; en 

(4) ’n vasstellingsgeld van vyf persent van 
die gevorderde bedrag. 

(7) Die pasiént moet op die datum waarop 
hy ’n aansoek ingevolge sub-artikel (5) aan 
die raad deurstuur, per aangetekende pos ’n 
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afskrif van die in paragraaf (a) van sub-artikel 
(6) bedoelde beédigde verklaring aan die prak- 
tisyn stuur, en die praktisyn kan binne veertien 
dae na ontvangs daarvan aan die raad ‘n 
beédigde verklaring voorlé wat volledig uit- 
eensit— 

(a) enige vertoé wat hy ter ondersteuning 
van sy vordering wens voor te lé; en 

(4) die feite met betrekking tot die gevor- 
derde bedrag wat hy onder die aandag van 
die raad wil bring. 

(8) By ontvangs van ’n aansoek ingevolge 
sub-artikel (5) benoem die raad minstens twee 
en hoogstens vyf van sy lede as assessors wat 
die maksimum bedrag vasstel wat die praktisyn 
na hulle oordeel ten opsigte van die gelewerde 
dienste van die pasiént moes gevorder het. 

(9) Die assessors moet vir die doel van ’n 
vasstelling ingevolge sub-artikel (8), aan sowel 
die praktisyn as die pasiént ’n geleentheid bied 
om by beédigde verklaring sodanige vertoé in 
te dien, benewens enige vertoé ingevolge sub- 
artikel (6) of (7) ingedien, as wat hy vir oor- 
weging deur die assessors wil voorlé. 

(10) ’n Vasstelling ingevolge sub-artikel (8) 
gemaak, word per aangetekende pos aan die 
praktisyn en die pasiént meegedeel en is, be- 
houdens die bepalings van sub-artikels (11) en 
(12), afdoende en bindend vir hulle. 

(11) ’n Praktisyn of pasiént wat hom veron- 
reg voel deur ‘n vasstelling ingevolge sub- 
artikel (8), kan binne dertig dae na die datum 
daarvan en teen betaling aan die raad van ’n 
hersieningsgeld van vyf persent van die in- 
gevolge daardie sub-artikel vasgestelde bedrag, 
by die raad om hersiening van die vasstelling 
aansoek doen. 

(12) By ontvangs van ’n aansoek ingevolge 
sub-artikel (11) moet die raad of, indien die 
gevorderde bedrag minder as honderd pond is, 
sy uitvoerende komitee die vasstelling van die 
assessors hersien, en kan hy daardie vasstelling 
bekragtig of dit ter syde stel en opnuut die 
maksimum bedrag vasstel wat die praktisyn ten 
opsigte van die gelewerde dienste van die 
pasiént moes gevorder het. 

(13) Die bepalings van sub-artikels (9) en 
(10) is mutatis mutandis ten opsigte van ’n 
vasstelling by hersiening kragtens sub-artikel 
(12) van toepassing. 

(14) Indien die ingevolge sub-artikel (8) 
vasgestelde bedrag minder as negentig persent 
van die gevorderde bedrag is, en nie by her- 
siening ingevolge sub-artikel (12) tot negentig 
persent of meer van die gevorderde bedrag 
vermeerder word nie, kan die pasiént ’n bedrag 
gelyk aan die vasstellingsgeld op die praktisyn 
verhaal. 
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(15) Indien die bedrag by hersiening in- 
gevolge sub-artikel (12) vasgestel— 

(4) minder as negentig persent van die ge- 
vorderde bedrag en minder as die tevore in- 
gevolge sub-artikel (8) vasgestelde bedrag is, 
kan die pasiént, waar die aansoek om her- 
siening deur hom gedoen is ’n bedrag gelyk 
aan die hersieningsgeld op die praktisyn ver- 
haal; 

(4) negentig persent of meer van die ge- 
vorderde bedrag en meer as die tevore in- 
gevolge sub-artikel (8) vasgestelde bedrag is, 
kan die praktisyn, waar die aansoek om her- 
siening deur hom gedoen is ’n bedrag gelyk 
aan die hersieningsgeld op die pasiént verhaal. 

(16) Hangende die uitslag van ’n aansoek 
om ’n vasstelling ingevolge sub-artikel (5) of 
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die hersiening van 'n vasstelling ingevolge sub- 
artikel (12), word geen geding deur ’n prak- 
tisyn vir die verhaal op ‘n pasiént van ‘n 
bedrag wat by so 'n aansoek betrokke is, in- 
gestel nie. 

(17) Waar die bedrag wat ’n praktisyn ten 
opsigte van deur hom gelewerde professionele 
dienste moes gevorder het, kragtens hierdie 
artikel vasgestel is, is daardie praktisyn nie 
geregtig om ten opsigte van daardie dienste 'n 
hoér bedrag as die aldus vasgestelde bedrag 
op die pasiént te verhaal nie. 

(18) Hierdie artikel word nie geag die raad 
van enige van sy bevoegdhede of werksaam- 
hede ingevolge Hoofstuk IV met betrekking 
tot handelinge of versuime waarvan hy kennis 
mag neem, te onthef nie. 


PARKINSONISM DUE TO MANGANESE POISONING 


D. L. OvEDoFF, M.B., B.CH. (WiTs), M.R.C.P. 


and 


F. REINHOLD, M.D. (Wits), D.P.M. 
Department of Medicine, University of the Witwatersrand, Johannesburg 


Managanese poisoning as a rare cause of 
parkinsonism or basal ganglia disease has been 
known for over 100 years. The first case was 
reported by Couper! in 1837, four years after 
Parkinson first described his syndrome. No 
further mention of this condition was made un- 
til 1901,? but by 1945, Fairhall? had collected 
from the literature 353 cases. Since then 
Hunter* mentions that a further 74 cases have 
been described, and he states that ‘the disease 
can no longer be called very rare.’ 

Cases have been reported among workers 
in manganese mines, and in industries where 
manganese is used. Among the most impor- 
tant of these is the steel industry, where man- 
ganese is used extensively in alloys. 


Hamilton® states that the cause of man- 
ganese poisoning is always the inhalation of 
the dust of the ore or the dioxide or fumes 
from the fusing of manganese in steel. Rela- 
tively few cases of intoxication have occurred 
as the result of the use of manganese in metal 
trades, despite the fact that they use 90-95 
per cent of the total output of the metal. Most 
cases have occurred during mining, transport- 
ing, grinding and smelting of the ore (Hey- 
roth’). 


PATHOLOGY 


Gliosis and degenerative lesions of the optic 
thalamus, globus pallidus, lenticular nucleus, 
caudate nucleus and the putamen have been 
described,® followed by a compensating gliosis.? 
Experimentally, gross morbid changes have 
been produced in the liver and the lenticular 
nucleus in monkeys.!° 

As far as we are aware, no cases of this 
condition have previously been reported in 
South Africa. 

The 5 cases which we present have been 
working in a steel factory making ferro-man- 
ganese steel, and have been exposed to man- 
ganese-containing fumes. 


CASE REPORTS 
CASE NO. 1 


J. du K., European male aged 43, complained 
of difficulty in walking, swallowing and talk- 
ing, and pain in the arms at night. He 
always had sputum in his mouth, which was 
swallowed with difficulty. All these symptoms 
had been present since June 1955. They came 
on relatively suddenly at a time when he had 
a severe cough. 
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At first he had been extremely sleepy, and 
would fall asleep whenever he sat down, but 
this had recently improved. His legs, he said, 
were weak, and he could not lift them high 
enough to walk. The left was worse than 
the right. The difficulty in swallowing was 
not constant; fluids were easier to swallow than 
solids. His voice had altered; he was speaking 
very slowly and could not pronounce words 
clearly. 

There were no complaints about any other 
functions. He had worked at the steel factory 
for 9 months before these symptoms began. 

His face was mask-like, speech very slow, 
monotonous and slightly dysarthric, and blink- 
ing was reduced. The gait was spastic in type, 
on his toes with slapping feet and large swing- 
ing steps; arm swing was reduced. 

Cranial Nerves. The right pupil was 
smaller than the left, which was slightly 
irregular. 

Convergence was good. There was some 
bilateral facial weakness. The gag reflex was 
absent, and tongue movements were weak and 
tremulous. 

Motor system. Power was reduced in all 
movements of the legs. Coordination was 
good, and tone normal. Tendon reflexes were 
present and equal, with very brisk knee jerks. 


There were no psychiatric abnormalities. 


CASE NO. 2 


D., an adult African male (exact age un- 
known), complained of difficulty in walking 
because of weakness of his legs; weakness of 
his arms; aches in his limbs; slow speech and 
dizzy attacks. The duration of the dizzy attacks 
was from some minutes up to hour or so. He 
could not balance and had to sit or lie down 
or he would fall. On direct questioning he 
said he could not swallow dry things, such 
as hard maize meal porridge. He felt ex- 
tremely tired and sleepy. 


He had been working in the manganese dust 
atmosphere for 1 year and 7 months. The 
symptoms first began 6 months ago, and had 
increased slowly in severity, but had improved 
slightly when he was off work for 3 weeks 
a month previously. 

The positive findings included a mask-like 
facies, with markedly reduced blinking, and a 
monotonous voice, with extremely slow speech. 
He did not swing his arms on walking, and 
there was a mild degree of foot drop. 
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The only cranial nerve abnormality was the 
absence of the gag reflex. 

Motor Findings. Tone appeared normal. 
There was a slight generalized muscular weak- 
ness, but no apparent wasting. Coordination 
was shaky, with a slight tremor. All reflexes 
were low, with the exception of the right 
ankle jerk, which was absent. 

Sensation. There was a glove and stocking 
hypoaesthesia to superficial sensibility; deep 
sensation was good. 

Psychiatrically there were no abnormalities. 


CASE NO. 3 


W., an adult African male, complained of 
deep pain in all limbs, giddy attacks during 
which he fell if he did not sit or lie down, 
weakness of legs and slow speech. He first 
noticed the weakness about a year ago. The 
other symptoms followed soon after. 

He had been working in a manganese dust 
atmosphere for 18 months when seen. Symp- 
toms had started after he had been there for 
6 months, had improved slightly when he was 
off work for a week 3 weeks ago, but were 
getting worse again. 

Blinking was found to be reduced, the face 
was mask-like and voice monotonous. Speech 
was extremely slow. He walked with slap- 
ping feet, but swung his arms normally. 

Motor System. There was generalized weak- 
ness, especially of plantar flexion and exten- 
sion. Tone was normal; coordination slightly 
impaired; and there was a slight fine tremor. 
Voluntary movements were slow and de- 
liberate. 

Sensation. There was a glove and stocking 
hypoaesthesia to pin and touch. Deep sensa- 
tion was unimpaired. Romberg’s test was 
positive. 

Psychiatrically he appeared to be very dull. 


CASE NO. 4 


G. B., European male aged 31, was a welder 
in the steel works for the 2 years before he 
was seen. He complained that his legs had 
been weak for the previous 18 months. He 
was suffering from headaches and his speech 
was becoming slurred. He had also noticed 
a loss of libido. He had been unable to work 
for 4 months, most of which he spent in hos- 
pital. 

He had a mask-like facies and a slow 
dysarthric speech. There was poor movement 
of his tongue and weakness of all limbs with 
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a cog-wheel rigidity but no tremor. Coordi- 
nation was slow and jerky. His gait was 
stamping and broad-based, and he did not 
swing his arms. 


CASE NO. 5 


G. B., an African male aged 32, was employed 
as a scale-assistant at the steel works for the 
previous 3 years. He complained of lameness 
of his feet for one year, an inclination to fall 
forward while walking, and a slowing of 
speech. He had been unable to work for the 
last 3 months. There had been no improve- 
ment since he stopped working. 

His face was somewhat immobile, his speech 
was very slow and deliberate, and there was 
weakness of all 4 limbs. Tone was normal. 
Coordination was poor, with dysdiadochoki- 
nesis and there was slight nystagmus to the 
right. Reflexes were present and equal. His 
gait was unsteady, wide and slapping, with 
loss of arm movements. 


DISCUSSION 


There are several features in the cases described 
which are uncommon in either postencephalitic 
or arteriosclerotic parkinsonism. These were 
excessive tiredness and sleepiness, muscular 
cramps and pains, a peculiar gait, marked 
impairment of speech and difficulty in swallow- 
ing. The two latter are usually only seen in 
the final stages of extra-pyramidal disease, and 
are not in relatively early cases such as those 
described above. 

The facial immobility was also extreme in 
4 of the 5 cases. 

This is in conformity with the observations 
of Canavan et al.3 who list the 5 most impor- 
tant symptoms of the encephalopathy as: 

. Languor and tiredness; 
. Stolid facies; 

. Monotonous voice; 

. Twitching: 

. Muscular cramps. 

Two of the African cases showed signs of 
peripheral neuritis which has not been de- 
scribed as a feature of this poisoning. We 
could find no other factor which may have 
been responsible in the one case, although in 
the other there was a possible history of 
alcoholism. 

In Case 1 the illness began with an apparent 
chest infection. It is interesting to note that 
manganese pneumonitis has been described by 
many workers, including Baader,'! Heine!? and 
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Lloyd-Davies!3 in an extensive article in 1946. 
It is stated that a minimum exposure to the 
fumes of 3 months is necessary before the 
disease becomes apparent, and cases have been 
recorded only after exposure of 12 years. 
Lloyd-Davies considers that 2 years or more 
are usually required.'* In the present cases 
the periods of exposure were 9 months, 13 
months, 6 months and 24 months. 

In Case 1 exposure to manganese had ceased 
9 months before he was seen, and the condi- 
tion appeared to be static. This is in accord- 
ance with the generally accepted view that 
prognosis is poor for recovery from the neuro- 
logical symptoms. but life need not be 
shortened.4 The other cases improved when 
temporarily off work, but 2 were back at work 
when first seen. 


SUMMARY 


Five cases of parkinsonism due to inhalation 
of manganese fumes are presented. 

The characteristic features were sleepiness 
and tiredness, muscular pains, peculiar gait and 
excessively immobile facies. There was also 
marked difficulty in speech and swallowing. 

The condition is thought to be due to a 
degenerative lesion in the basal ganglia. 


We are extremely grateful to Dr. A. Berman of 
Meyerton, who referred the cases and whose interest 
and enthusiasm were largely responsible for the 
preparation of this article. 
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FOREIGN BODIES IN THE MAJOR AIR PASSAGES OF CHILDREN 


R. A. FLEMING, O.B.E., M.B., F.R.CS., F.LCS.* 


Recent experiences of the management of 
small patients suffering from this grave condi- 
tion, have prompted the writer to record 
personal case histories and his observations 
concerning this major surgical problem. 

This contribution comprises a brief reitera- 
tion of the applied anatomy and physiology 
of the major air passages, the case histories of 
10 little patients with foreign bodies therein, 
and a brief discussion of the experience gained 
from these. 

The tracheo-bronchial air passages are composed 
of a tubular fibro-elastic membrane which is kept 
patent by a number of cartilaginous rings, deficient 
posteriorly where they are replaced by the musculus 
trachealis, composed of transverse plain muscle fibres 
of branchial origin, and supplied by the nerves of 
the sixth arches—the recurrent laryngeals. The 
mucous lining comprises many mucous glands and 
much lymphoid tissue buried in a vascular, sub- 
mucous connective tissue, the whole being covered 
by a layer of ciliated columnar epithelium. This 
mucosa is very sensitive, and responds rapidly by 
intense congestion and swelling to irritation of any 
type. The tracheal sensory nerve supply, from the 
true vocal folds down to the begining of the bronchi, 
is from the recurrent laryngeal nerves; and its blood 
supply is from branches of the inferior thyroid 
arteries. The bronchial nervous supply is from 
vagus and sympathetic nerves via the pulmonary 
plexuses. The bronchial tree arterial supply is as 
follows: 2 arteries from the descending aorta supply 
the left bronchial tree, and the right bronchus and 
its ramifications receive an artery from the first right 
intercostal artery or from the upper left bronchial 
artery. 

When examined from the interior, the right 
bronchus shows, near its termination, the 
orifice of the eparterial bronchus, and distal to 
this are 3 openings—the ventral orifice of the 
middle lobe bronchus, the posterior opening 
of the dorsal lower lobe bronchus, and the 
main lower lobe bronchus, which leads straight 
on. The left bronchus breaks up into 4 main 
secondary bronchi immediately at its termina- 
tion, viz. a superior upper lobe bronchus, a 
ventral upper lobe bronchus, a dorsal lower 
lobe bronchus and the main lower lobe 
bronchus leading straight on. 

The diameter of the trachea is very small, 
being but 3 mm. at birth, 5 mm. during the 
first year, 8 mm. at 5 years, and increasing 
uniformly to 14 mm. at 14 years of age. After 
the first year of life, the lumen of the trachea 
is greater than that of the cricoid and thus, 
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theoretically, a foreign body, which passes the 
cricoid ring, should not obstruct completely 
unless it undergoes alteration in volume, shape, 
presenting surface, or there is, excessive reflex 
constriction of the trachea due to local irrita- 
tion. 

The lower one third of the trachea is in- 
clined very slightly towards the right lung, but 
the carina lies slightly to the left of the sagit- 
tal axis of the trachea. The right bronchus is 
of larger diameter than the left and is at a 
less acute angle with the vertical axis of the 
trachea—25 degrees as opposed to 45-50 
degrees. Owing to these anatomical disposi- 
tions, inhaled foreign bodies enter the right 
bronchus much more frequently. The small 
but relatively heavy foreign bodies do not stay 
in the trachea, but usually pass well down into 
the bronchus or its divisions. 

Contrary to the impressions gained from its 
cadaveric appearances, the tracheo-bronchial 
passageway is capable of considerable move- 
ment, both lengthening and shortening as well 
as increasing and decreasing the lumen. This 
is very strikingly obvious during exposure of 
the trachea for tracheostomy in a child. The 
relatively great range of vertical excursion in 
children is probably related to their large 
infero-superior expansion in inspiration. The 
range of all movements in the individual rami- 
fications of the distal bronchial tree is very 
great, especially narrowing of the lumen. In 
forced expiration, violent coughing and 
especially following extreme mucosal irritation 
(as occurs when a foreign body is present or 
on the initial opening of a tracheostomy) the 
trachea and bronchi may reduce their lumina 
by 50-60%, and the smaller ramifications 
probably even more so. If a foreign body or 
local inflammation has also caused the mucosa 
to swell, it is obvious that a very dangerous 
narrowing of the air passages can occur, apart 
from the occlusive effect of the foreign body 
itself. 

The terrifying spasm which heralds the en- 
trance of a foreign body into the air passages 
makes one realize the power and danger of 
this reflex mechanism, and the relative calm 
afterwards can be broken at any time on the 
slightest movement of the patient (and thus 
of a non-impacted foreign body) by return of 
this spasm. The writer wonders whether, even 
during the relatively calm period, a consider- 
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able degree of this generalized narrowing 
spasm is constantly present as a reflex result 
of the continued irritative presence of the 
foreign body—especially if firmly impacted in 
a bronchus; and thus the aerating volume of 
the non-involved lung is dangerously dimi- 
nished. 

Case 9 illustrates the point in question. This 
infant had a red bean firmly impacted in the 
distal end of the right bronchus; yet, despite 
all the extraordinary respiratory efforts, it could 
not aerate the left lung, in an oxygen tent, 
sufficiently to supply the body and abolish 
peripheral cyanosis. In contrast, a patient with 
a pneumonectomy can function adequately 
with his remaining lung. It is possible that, 
at this tender age, the protective reflex is still 
hypersensitive and the uncontrolled response 
inimical to the body as a whole. If this is so, 
it may be politic to block this reflex, com- 
parable to the release of spastic collaterals, as 
a First Aid measure, in the presence of acute 
arterial embolism. Perhaps this reflex could 
be blocked by infiltration of the vagi in the 
lower neck, using weak local anaesthesia. 
However, animal experimentation on_ this 
point will be needed to show if dilatation of 
the tracheo-bronchial tree does actually result 
and to assess any inimical side effects, e.g. 
cardiac. 


SYMPTOMATOLOGY 


In order to avoid repetition in the following 
case histories, the principal clinical features 
common to all the patients are noted here. 

When the foreign body entered the larynx, 
there was an immediate attack of choking, a 
hoarse, croupy coughing, wheezing, marked 
dyspnoea and cyanosis. This went on until 
the foreign body entered the trachea, when a 
period of relative calm ensued, during which, 
however, the dyspnoea continued. 

If the foreign body was small and relatively 
heavy, it usually fell straight into the bronchial 
orifice and might impact there. This was 
heralded by a renewed onslaught of choking, 
severe coughing, marked dyspnoea, in which 
the inspiration was more difficult than expira- 
tion, and both respiratory phases were accom- 
panied by a noisy stridor. Cyanosis returned. 

If the foreign body remained in the trachea, 
or was light and mobile (e.g. melon seeds), 
there was a persistent asthmatic-like wheeze 
as a background to audible movements of the 
seed during inspiration and expiration. 

If these light foreign bodies were inhaled 
into a bronchial orifice or exhaled against the 
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subglottic region, renewed bouts of coughing 
occurred. 

If insufficient air is entering the lungs, 
marked retraction movements appear at the 
root of the neck and over the lower ribs. 
Movements of the patient, and thus move- 
ments of a non-impacted foreign body, initiate 
severe paroxysms of coughing. 


CASE REPORTS 
CASE NO. 1 


A male Arab child, aged 5 years, some 2 
hours before admission was eating a slice of 
water melon, when he was seen to choke 
suddenly and go into succeeding paroxysms 
of violent coughing. He was laid on a bed 
and while he lay still, the coughing ceased, 
but he was breathing rapidly; on the least 
movement further bouts of coughing recurred 
and blood-flecked sputum was expectorated. 

On admission, he was cyanosed, wheezing, 
dyspnoeic and had an audible, whirring noise, 
best heard at the open mouth at the expiratory 
phase of respiration. The same noise could be 
heard by auscultation over the larynx and 
trachea. 

The writer had never met this problem 
before, had no small bronchoscope, and could 
not envisage extracting a mobile, slippery 
melon seed by this method. A tracheostomy 
was performed under local anaesthesia. On 
opening the trachea with a pair of dilators, 
the child coughed violently and the melon seed 
flew out of the artificial orifice, hitting the 
writer's face with considerable force! The 
tracheal mucosa was thickened and reddened, 
so the tracheostomy was left open by suturing 
the skin edges down to the opening in the 
trachea to avoid local tissue emphysema. 
Systemic antibiosis was given and the con- 
valescence was uneventful. 


CASE NO, 2 


A female European child, aged 4 years, about 
35 minutes before admission, whilst playing 
at a ‘sundowner cocktail party, was chewing 
ground nuts, when suddenly she was seen to 
“go black in the face,’ choke and start cough- 
ing violently. This continued and she was 
brought to hospital. On admission she was 
lightly unconscious, cyanosed, dyspnoeic, with 
right rib retraction, the accessory respiratory 
muscles working violently. 

An immediate tracheostomy was performed 
without anaesthesia, and this was followed by 
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some improvement in the cyanosis, neck retrac- 
tion movement and the unconsciousness—a 
light anaesthesia now being required to con- 
trol the child’s struggling. When a relative 
calm was restored, it was noted that the right 
rib retraction and dypsnoea continued un- 
abated. 

A small bronchoscope was introduced into 
the tracheostomy and half a ground nut was 
seen impacted in the right bronchus, clearly 
demarcated against the background of the red 
and swollen mucosa. The nut was removed, 
with, considerable difficulty, on the end of 
a fine metal sucker introduced through the 
bronchoscope. The tracheostomy was left 
open. The child woke up completely about 
43 hours later. She developed pneumonitis in 
the lower and middle lobes of the right lung 
but this cleared up on antibiosis. 

An interesting sequel of this accident was 
that the child, previously amenable and of a 
docile sunny disposition, became aggressive 
and very irritable after discharge from hos- 
pital. This could have been a result of rela- 
tive cerebral anoxia. 


CASE NO, 3 


A male Arab child, aged about 34 years, was 
admitted one hour after a persistent choking 
fit which began suddently whilst eating a piece 
of water melon. The clinical features were 
very similar to those of Case No. 1. 

A tracheostomy was performed and stimula- 
tion by irritation to promote expulsion of the 
seed failed. Accordingly, the child was held 
with the head well down, a knife handle in- 
serted into the tracheostomy wound so as to 
form a barrier to the subglottic region and 
also an inclined plane out of the trachea, and 
violent stimulation applied to the tracheal 
mucosa by a whiff of open ether. There was 
a violent cough and the seed flew out along 
the knife handle. The tracheostomy was left 
open and recovery was uneventful. 


CASE NO. 4 


A female European child, aged 20 months, 
was sitting with a native ayah in a car, parked 
in the hospital car park, whilst its parents were 
visiting a sick friend in the hospital. The 
child became fractious, so the ayah gave the 
child a toffee sweet. Suddenly the child 
choked, retched and tried to cough, ‘threw a 
fit’ and became unconscious. The ayah 
brought the child to the writer's office in the 
hospital. He fished with his finger down the 
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child’s throat and managed to extract and move 
enough of the gelatinous obstruction to allow 
of an airway, and then administered oxygen 
through a nasal catheter. Tracheostomy was 
then performed without anaesthesia. The child 
improved considerably and unconsciousness 
lightened. Bronchoscopy was performed 
through the tracheostomy, still without anaes- 
thesia, a further soft piece .of toffee was 
removed and the whole of the bronchial tree 
was sucked out. The mucosa was already red- 
dened, thickened and inflamed. The trache- 
ostomy was left and antibiotics administered. 
The child ultimately recovered without perma- 
ment ill effects. 


CASE NO. 5 


An Arab female child, aged 5 years, some 24 
hours before was eating water melon in the 
harimat quarters, when she was seen to choke 
and begin to cough until she became blue and 
unconscious. The frightened women put her 
to bed. Except for an audible stridor and 
rapid breathing, she remained quiet for long 
intervals, broken only if she moved, which 
caused recurrence of violent coughing. By the 
time of the first prayers, the women became 
really alarmed and the senior wife informed 
the master of the house about the accident. 
The writer was sent for and went into the 
harimat. The signs were comparable to those 
of Case No. 1, but the cyanosis seemed more 
marked and the child was conscious but very 
distressed. A tracheostomy was performed 
immediately under local anaesthesia but the 
seed could not be removed. The position was 
explained to the master of the household and 
he reluctantly allowed the child to be taken 
to hospital. There the knife handle and ether 
stimulation manoeuvre was performed and the 
seed thus removed. The child had a severe 
general pneumonitis which ultimately re- 
covered under routine treatment. 


CASE NO. 6 


A male European child, aged 6} years, play- 
ing with his Meccano set, was moistening the 
screws with saliva to facilitate bolting. Sud- 
denly he choked and began paroxysms of 
coughing. In a short while the coughing was 
accompanied by marked dyspnoea, poor air 
entry into the right lung and a degree of 
right chest retraction and cervical respiratory 
retraction. The family doctor referred him to 
the hospital as an acute emergency. X-ray 
examination confirmed the presence of a small 
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screw in the right main lower lobe bronchus. 
Bronchoscopy through a tracheostomy failed 
to locate the foreign body owing to the con- 
siderable mucosal swelling at the orifice of the 
right bronchus. Whilst withdrawing the 
bronchoscope, the child began coughing 
violently. The child’s head was tilted down- 
wards quickly, the bronchoscope re-inserted, 
and the foreign body was seen to be in the 
trachea. It was caught in the end of the 
bronchoscope and the 2 gently manipulated 
out of the trachea. The tracheostomy was left 
open. The right lung developed a patchy 
pneumonitis which ultimately cleared up under 
routine treatment. 


CASE NO, 7 


A male European child, aged 5 years, was 
referred to hospital by the family doctor, with 
the following story. 

Some 2 hours before the patient had been 
playing in the garage, when he was suddenly 
seen to be lying on the floor with marked 
dyspnoea, severe coughing and cyanosis. He 
was carried into the house and the doctor 
called. On the latter’s arrival, he had regained 
consciousness, had a very loud, audible stridor, 
was less cyanosed, suffered severe paroxysmal 
coughing with a little blood-flecked sputum, 
could not or would not speak, all his cervical 
accessory muscles were working and there was 
right chest wall retraction movement. 

On admission to hospital, emergency X-ray 
examination revealed a metallic washer in the 
right proximal bronchus, lying with its edge 
in the antero-posterior plane and obliquely 
placed. He was put in an oxygen tent and 
the writer sent for. The family doctor con- 
firmed that his condition had improved but 
the coughing and extraordinary respiratory 
efforts were unabated. 

Under light general anaesthesia, trache- 
ostomy was performed and bronchoscopy was 
done through the fistulous opening. The 
mucosa of the air passages was red, thickened 
and swollen. The dark grey washer was seen 
among the redundant mucosal folds at the 
beginning of the right bronchus and its central 
hole was so disposed as to allow air entry into 
the right lung. The washer was removed and 
the tracheostomy was left. Recovery was unin- 
terrupted. 


CASE NO. 8 


An African male, aged 9 years, was admitted 
to the Medical Division with a history of 
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pains in the left chest, frequent paroxysms of 
coughing, latterly with purulent sputum but 
no haemoptysis, loss of weight, anorexia, lassi- 
tude, and sweating at night. The duration of 
all this was vague but was at least a fortnight. 
The physicians investigated him for pulmonary 
tuberculosis without result. The chest X-ray, 
however, revealed a radio-opaque screw type 
of foreign body in the left main lower lobe 
bronchus with considerable distal pneumonitis. 

The child was ill, thin, anaemic, with a 
poor respiratory movement of the left chest 
and a slight scoliosis. There was a continuous 
pyrexia. Blood transfusion, broad-spectrum 
antibiosis and a high calorie and high protein 
dietary improved his general condition; because 
of this improvement his father repeatedly 
refused operation treatment of any type. 
Finally, he gave his consent. 

As frequent screening in various postures 
suggested that the foreign body was impacted, 
it was considered that attempts at removal 
through a bronchoscope would be difficult, 
probably unsuccessful and possibly dangerous, 
since the foreign body was known to have 
been im situ for 4 weeks at least and there 
could be considerable ulceration of the 
bronchial wall. Accordingly, a direct approach 
was made through a left thoracotomy. The 
foreign body was removed with a pair of 
Desjardin’s biliary calculus forceps introduced 
through an incision made in the lower part 
of the left main bronchus. 

The bronchial tree was sucked dry and the 
opening in the bronchus closed by a fine con- 
tinuous suture. The suture line was reinforced 
by a flap of mediastinal pleura. The pleural 
space was drained by a water-sealed inter- 
costal drain and the thoracotomy wound 
closed in layers. The left lower lobe was 
immobile when the chest was first opened and 
there were many filmy adhesions between the 
layers of pleura over it. After removal of the 
foreign body and suction, there was still very 
little expansive mobility on passive inflation 
by the anaesthetist. 

Antibiosis, thoracic physiotherapy, early 
ambulation, etc. were prescribed and con- 
valescence proceeded without complication. 
Left chest mobility returned to normal and 
the spinal scoliosis disappeared. An X-ray 6 
weeks after operation showed that marked 
improvement had occurred on the left side 
and that this lung had largely re-expanded. 
There was some pleural thickening on the left 
lateral chest wall. The screening showed that 
the left diaphragm dome was elevated and 
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there were adhesions at the left base. How- 
ever, this area moved reasonably well. 

The child is being followed up with monthly 
examinations, and a bronchography study will 
be made 6 months after the operation to deter- 
mine the sequelae of the long sojourn of the 
foreign body and subsequent infection and the 
bronchotomy operation. 


CASE NO, 9 


A European male child, aged almost 1 year, 
had his supper with his parents after a normal 
day’s routine. Towards the end of the meal 
he was allowed to run around the dining room 
while his parents finished their meal. He was 
seen to pick up a soft potato chip off the 
floor and swallow it, despite his mother’s pro- 
tests. He was then bathed and put to bed. 
As he would not settle, his mother allowed 
him to run around the sitting room; during 
this he was seen to pick up some coloured 
beans and apparently put one into his mouth. 
His mother rushed forward and, against his 
protests and resistance, fished a coloured bean 
out of his mouth. At the end of this he began 
choking and a severe bout of coughing. The 
parents took him to the local hospital. 

On arrival he had apparently partially 
recovered and the medical officer admitted him, 
decided that he had got over the problem, 
gave him atropine gr. 1/200 and 100,000 units 
of penicillin intramuscularly, and the child 
went to sleep peacefully. 

Some 3 hours later the child awoke scream- 
ing for a brief period and then gasping for 
breath, with some cyanosis and rib retraction 
over the right chest, where there were absent 
breath sounds on auscultation. The left chest 
appeared to be working normally. 

The writer first saw the child some two 
hours later. He was unconscious, cyanosed, 
with marked anterior retraction of the whole 
of the lower anterior thorax; oxygen was being 
administered through a nasal catheter. An 
immediate tracheotomy was performed with- 
out anaesthesia, the trachea was cleared out 
and about 3 c.c. of soft potato was removed 
from inside the trachea. After this, and to- 
gether with oxygen through the tracheotomy 
orifice, the child’s colour and breathing im- 
proved considerably, but the right chest still 
did not expand and the left chest was still 
moving very rapidly. 

When the child was somewhat stabilized, 
bronchoscopy was performed through the 
tracheotomy opening. A striking feature of 
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this examination was the redness and _thick- 
ness of the mucosa, which rose in folds with 
the progression of the instrument. It was 
virtually impossible to see down the bronchi 
with the smallest instrument available. Four 
searches were made for foreign bodies with- 
out success; the child’s condition deteriorated 
with each examination. (No anaesthesia was 
given to the child during the whole period 
of operative procedures and its level of deep 
unconsciousness remained the same through- 
out). An X-ray of the chest showed a com- 
pletely collapsed right lung with approxima- 
tion of the right ribs and an elevated dome 
of the diaphragm; the left lung looked nor- 
mal. A needle was introduced into the right 
pleural cavity but there was no pneumothorax 
in the radiologically clear space. 

At this stage, it was felt that the child 
would not stand a formal thoracotomy and 
exploration of the right bronchus. 

A bean similar to the one picked up by the 
child was examined; its size was approximately 
1.0 by 0.8 cm., and a foreign body of this 
size should have been easily visible in the 
major air passages with the bronchoscope. 

It was thought that the following was a 
rational explanation of what had happened. 
When the mother was struggling to remove 
the known bean, the child had retched and 
regurgitated the previously hastily swallowed 
potato chip, and this had been aspirated down 
the trachea and some of it had blocked the 
branches of the right bronchus. The poor 
function of the left lung could be explained 
by a similar inhalation of some soft potato 
down its bronchial tree. Accordingly, the 
bronchial trees were thoroughly sucked out 
and the tracheotomy wound sutured wide open 
and the child transferred to an oxygen tent. 
He improved considerably for the next 3 hours, 
took a bottle feed of 4 oz. of milk, conscious- 
ness increased to the extent of baby facial 
grimacing and resentment of painful stimuli, 
and then steady deterioration occurred and he 
died rather suddenly some 3 hours later. 

An interesting feature of the acute attacks 
of cyanosis during the whole management of 
the case was its peripheral ‘ post-mortem’ 
lividity nature situated on the dependent parts 
in addition to the conventional cyanosis of the 
mucosae. There were ‘traumatic asphyxia 
spots’ in his upper eyelids. 

The principal findings at autopsy were a red 
coloured bean of the aforementioned dimen- 
sions (whose colour was indistinguishable from 
that of the swollen redundant mucosa) im- 
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pacted so tightly in the main lower lobe branch 
of the right bronchus that it could only be 
extracted by cutting down through the 
bronchus wall on to it. The right lung was 
completely collapsed, solid and airless; and the 
left lung was congested but contained air. The 
heart was seat of patchy myocardial pallor, 
the valves were normal and no petechiae were 
seen. 


CASE NO. 10 


An Indian male child, aged 7 years, went to 
bed sucking a boiled sweet (unbeknown to his 
parents). They later heard strange choking 
noises in the bedroom and, on investigation, 
found the child unconscious, dyspnoeic (cyan- 
osed and with indrawn neck and chest move- 
ments. They turned the child upside down and 
thumped its back, but these actions only in- 
creased the symptoms and the coughing. A 
doctor was called, and he administered 
Coramine, atropine and penicillin, took the 
child to hospital and there administered oxy- 
gen by nasal catheter. The writer was asked 
to see the patient some 6 hours later. At this 
time there was considerable audible stridor, 
medium cyanosis and the neck accessory 
muscles were working conspicuously, especially 
on inspiration. An X-ray of the chest showed 
no foreign body, no pulmonary collapse and 
no tracheal shift. 

Under light general anaesthesia, laryngo- 
scopy revealed considerable oedema glottidis 
and a thick fluid welling up through the rima 
glottidis. This was sucked out. Bronchoscopy 
revealed that the whole mucosal lining was 
very red, swollen and in oedematous folds in 
places, greatly narrowing the lumen. No solid 
foreign body was found but much particulate 
matter was aspirated. In view of the oedema 
glottidis and the encroachment on the lumen 
by the swollen mucosa, a tracheostomy was 
performed. A second bronchoscopy was done 
through the tracheostomy but the findings were 
the same. The child made an uninterrupted 
recovery. 


DISCUSSION 


It would seem that much more publicity must 
be given to inhalation of foreign bodies into 
the air passages as a hazard in childhood. 
When the problem is discussed with the 
majority of parents of young children, their 
surprised interest shows that few have really 
considered the possibilities and dangers. Per- 
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haps the popular books on rearing children 
should contain a chapter concerning this very 
real problem. 

It is a normal pattern of behaviour in child- 
hood to put things in the mouth; and children 
have a well-marked reflex respiratory inhibi- 
tion during swallowing and drinking. The first 
inspiration after cessation of these acts is a 
deep and powerful one. 

The mainstays of prevention of these acute 
childhood catastrophes are ordinary parental 
vigilance, removal of small foreign bodies from 
access to the children and early training to 
open their mouths ‘and remove, or allow 
removal of, any foreign bodies. The writer 
has demonstrated that it is feasible to impress 
this discipline on quite young (12-15 months) 
children, provided the child is not frightened 
by shouting, forcible opening of mouth or 
digital searching therein. Praise and tiny 
rewards for obedience help to produce the 
child’s compliance. The child should never be 
given drinks whilst there are solids in the 
mouth. The dangers of sweets and seeded fruit 
are well illustrated in the quoted cases. 

The narrowness of the air passages in child- 
ren will amaze most practitioners, and this 
should be emphasized during the teaching of 
anatomy to students. The marked reduction 
of the lumina of the tracheo-bronchial tree by 
rapid mucosal swelling and contraction of the 
musculo-skeletal wall, as a response to local 
irritation, forms as great a hazard as the 
obstructive effect of the foreign body itself. 
This reactionary obstruction continues after the 
causal body has been removed. In many cases 
the foreign body is held up for a short period 
at the narrow rima glottidis, and dangerous 
swelling here is very frequent and causes 
further narrowing. For all these reasons, an 
early tracheostomy is advisable. Another ad- 
vantage of this fistulous opening is that a 
rather larger bronchoscope can be introduced 
through it when examining the air passages. 

In bygone days when diphtheria was much 
more common, tracheostomy for respiratory 
obstruction was constantly in the forefront of 
the medical practitioners mind. Nowadays 
there seems to be a puzzling reluctance to 
perform this simple and often life-saving 
operation. None of the quoted cases which 
were seen by another doctor first, had had 
this operation performed. 

The writer uses his own tracheostomy 
operation, wherein a small disc of the anterior 
tracheal wall is excised and the skin edges 
tacked down to the margins of this by inter- 
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rupted silk sutures to exclude the intervening 
soft tissues from interstitial emphysema. No 
formal tracheotomy tube is used and the 
wound is left uncovered. The resultant fistula 
is easier to keep clean and to aspirate through, 
and the irritation of the classical tracheotomy 
tube in the trachea is avoided. In his opinion, 
this type of tracheostomy is the best for child- 
ren, in whom the classical operation, and use 
of the tube, has hazards and a morbidity of 
its own. 
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SUMMARY 


This paper consists of a brief resume of the 
applied anatomy of the major respiratory pas- 
sages, the case histories of 10 children who 
had inhaled foreign bodies and a brief dis- 
cussion on the problems of this major surgical 
catastrophe. 


Permission to include the last 3 case histories has 
been kindly granted by the Director of Medical 
Services, Northern Rhodesia. 


NOTES AND NEWS : BERIGTE 


Dr. Roy Morris, M.D., M.R.C.P.E., left for overseas 
early in May for a 2-month visit to various medical 
clinics in the United States and Great Britain. 


* * * 


Mr. Paul Marchand, M.D., Ch.M., F.R.C.S., Thoracic 
Surgeon, left Johannesburg on 22 April for the 
United States of America, where he will be studying 
open-heart surgery with Dr. Walton Lillehei in 
Minneapolis for 3 months on a Wellcome Trust 
Fellowship. He is expected to return to Johannes- 
burg in August. 


* * * 
A HEARING-AID SERVICE 


Clinical Emergencies (Pty.) Ltd. have established a 
Hearing-Aid Clinic at their premises in Osler Cham- 
bers, corner of Delvers and Jeppe Streets, Johannes- 
burg, where audiograms are done and the latest types 
of transistor hearing-aids from the U.K. and America 
are fitted. 

Repairs and replacements are carried out to all 
makes of aids and a service to patients at home is 
offered if they are unable to visit the premises in 
Jeppe Street. 

From the beginning of June, country towns in the 
Transvaal and Free State will be visited by Mr. 
Smith, who is a highly qualified hearing-aid specialist 
and consultant. These visits will be publicized in 
the press. 

All enquiries can be directed to Clinical Emer- 
gencies (Pty.) Ltd. at P.O. Box 11083, Johannesburg. 


* * * 
NORISTAN PRIZE 


Dr. P. Lynch of Margate, Natal, has been awarded 
the Noristan Prize for 1959 for his publication 
Holiday Maladies and a Holiday Practice on the 
Natal Coast, published in No. 3 of the S.A. Medical 
Journal of 17 January 1959. 

According to the rules governing this Award of 
Noristan Laboratories (Pty.) Limited, Silverton, a 
prize of 50 guineas is awarded annually for the 
best original contribution from a general practitioner 
registered and practising in the Union of South 
Africa, published during any calendar year in any 
recognized South African medical journal. The 
award is made by a committee of medical experts 
— by the Board of Directors of Noristan 

imuted. 


JOHNSON & JOHNSON AWARDS FOR POostT- 
GRADUATE CLINICAL STUDY IN SOUTH AFRICA 


FIVE AVAILABLE FELLOWSHIPS FOR GENERAL 
PRACTITIONERS IN 1960 


These Awards have been established by a grant from 
Johnson & Johnson (Pty.) Ltd., P.O. Box 727, East 
London. 

The Selection Committee (an entirely independent 
board of medical practitioners) consists of the fol- 
lowing: 

Prof. S. F. Oosthuizen (Pretoria) Chairman; 

Dr. P. F. H. Wagner (East London) Vice- 
Chairman; 

Dr. H. A. Shapiro (Johannesburg) Honorary 
Secretary; 

Dr. Beck de Villiers (Bloemfontein); 

Dr. H. Grant-Whyte (Durban). 

Applications are invited from registered general 
practitioners who have been in active practice in 
South Africa for at least 7 years. 

The Bursary is intended for post-graduate clinical 
study and not for medical research. It is available 
for not less than a 2-month period at any Medical 
School in South Africa. 

The total value of each Bursary is £200. 

The candidate must submit a brief statement of 
his proposed course of study and indicate the insti- 
tution at which he intends to undertake it. 

No payments will be disbursed to the successful 
applicant until he has satisfied the Selection Com- 
mittee that he has been accepted for the period of 
—* study at a South African Medical 

ool. 

Applications must be made on the prescribed form 
which is obtainable from: 

Dr. H. A. Shapiro (Honorary Secretary), 

Selection Committee, 
Johnson & Johnson Awards for Post- 
Graduate Clinical Study, 
P.O. Box 1010, Johannesburg. 

Five Fellowships will be available for Award 

during 1960. 


Closing Date for Applications: 1 August 1960. 


* * * 


THE ANNUAL REGISTER OF MEDICAL 
PRACTITIONERS 


The Register of Medical Practitioners and Dentists, 
as registered on 1 January 1960, has now been 
published, and is available for sale to the profession 
and the public. 
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The cost of the register is £1 5s. for an ordinary 
copy, and £1 10s. for an interleaved copy. In 
addition, monthly amendments to the register can 
be obtained on the payment of 12s. for the year. 

Copies are obtainable from the Registrar of the 
South African Medical and Dental Council, P.O. 
Box 205, Pretoria. 


* * * 


SKF LABORATORIES SE BEURS VIR NA-GRAADSE 
KLINIESE STUDIE IN SUID-AFRIKA 


SE TOEKENNING 


Hierdie beurs is moontlik gemaak deur ’n_ toelae 
wat deur SKF Laboratories (Pty.) Limited, Posbus 
784, Port Elizabeth, beskikbaar gestel is. Die ge- 
noemde firma is die Suid-Afrikaanse tak van Smith, 
Kline and French Laboratories Ltd., Londen. 

Die Keurkomitee (’n volkome onafhanklike raad 
van mediese praktisyns) bestaan uit die volgende: 

Prof. J. F. Brock (Kaapstad); 

Prof. E. H. Cluver (Johannesburg); 

Prof. G. A. Elliott (Johannesburg); 

Prof. J. H. Louw (Kaapstad); 

Dr. H. A. Shapiro (Ere-Voorsitter, Johannesburg); 
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Dr. M. Shapiro (Johannesburg); 

Dr. M. M. Suzman (Johannesburg); 

Prof. H. W. Snyman (Pretoria). 

Aansoeke word ingewag van geregistreerde alge- 
mene praktisyns wat ten minste 7 jaar lank aktief 
in Suid-Afrika gepraktiseer het. 

Die beurs is bedoel vir na-graadse kliniese studie 
en nie vir mediese navorsing nie. Dit is beskikbaar 
vir ’n tydperk van ten minste 2 maande aan enige 
Mediese Skool in Suid-Afrika. 

Die totale waarde van die beurs is £300. 

Die kandidaat moet ’n kort uiteensetting van sy 
voorgestelde studiekursus verstrek, en hy moet aan- 
dui by watter inrigting hy hierdie kursus wil loop. 

Geen geld sal aan die suksesvolle aansoeker uit- 
betaal word nie totdat hy die Keurkomitee tevrede 
gestel het dat hy aangeneem is vir die tydperk van 
na-graadse studie aan ’n Suid-Afrikaanse Mediese 
Skool. 

Aansoek moet gedoen word op die voorgeskrewe 
vorm wat verkrygbaar is van: 

Dr. H. A. Shapiro (Ere-Voorsitter), 

Keurkomitee, 
SKF Laboratories se Beurs vir Na-Graadse 
Kliniese Studie, 
Posbus 1010, Johannesburg. 


Die sluitingsdatum vir aansoeke is 30 Junie 1960. 


PREPARATIONS AND APPLIANCES 


CICATRIN 


Calmic of England announce the release from their 
research laboratories of a product which introduces 
a new concept in the treatment of infected wounds. 
Cicatrin consists of 2 topical antibiotics combined 
with 3 amino acids. ‘The antibiotics are designed 
to control infection and the amino acids to stimu- 
late wound healing. 


The antibiotics con- 
tained in Cicatrin are 
bacitracin and neomycin, 
both of which are 
rarely used systemically. 
There is therefore little 
risk of inducing resist- 
ance or of producing 
sensitivity, yet Cicatrin 
is active against ll 
common wound patho- 
gens, including penicil- 
lin-resistant strains. The 
3 amino acids have 
been added because it 
has been found that 
they nourish and stimu- 
late the proliferation of 
tissue cells, especially 
in cases of chronic in- 
fection where circulatory 
disorders have interfered 
with the normal supply 
of substances needed 
for the regeneration of 
tissue. (Leslie reports 
from the Royal 
firmary, Glasgow that a preparation containing 
amino acids (Cicatrin) shortened the healing time 
of ulcers by 24 weeks.) 

Cicatrin is supplied in 2 forms—as a cream and 
as a powder. The base of Cicatrin Cream is formu- 


lated to produce a water in oil emulsion when 
brought into contact with blood, pus or tissue 
exudates. The mild detergent action of the cream 
assists in wound cleaning, and its activity is main- 
tained even when used in conjunction with closed 
dressing technique. The active materials in Cicatrin 
Powder are incorporated in an absorbable starch 
derivative. Extremely small particle size ensures 
thorough dispersion over skin and tissue surfaces 
and the powder is useful for all conditions in which 
it is desirable to keep the skin dry. 

Cicatrin is indicated for the treatment of both 
acute and chronic wounds. It is particularly sug- 
gested for varicose ulcers, burns, superficial abscesses, 
otitis externa, cutaneous bacterial infections, fistula 
in ano, etc. Cicatrin is not recommended for the 
treatment of fungal infections. Both Cicatrin Cream 
and Cicatrin Powder are supplied in 15 g. jars and 
stocks are available throughout South Africa. 

Further information may be obtained from the 
sole South African distributors: 

Westdene Products (Pty.) Ltd., P.O. Box 7710, 
Johannesburg. 


VERACTIL 


Maybaker (S.A.) (Pty.) Ltd. announce the introduc- 
tion of Veractil brand methotrimeprazine. 

Veractil shows the characteristic central proper- 
ties of chlorpromazine, with additional anti- 
adrenaline activity and antihistamine properties com- 
parable to those of promethazine. 

The preparation is indicated in the management 
of psychotic illnesses and for the relief of severe 
pain and accompanying anxiety and as an alternative 
to chlorpromazine where response to the latter drug 
is incomplete. 

Veractil is being presented in the form of 
varnished tablets of 5 mg., 25 mg. and 100 mg. 
of the acid maleate for oral administration. 
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DUONITRATE TABLETS 


VASODILATOR COMBINING RAPID WITH PROLONGED 
ACTION 


Each capsule-shaped, pink tablet contains: 
Nitroglycerin 0.4 mg. 
Penta-Erythritol Tetranitrate 10 mg. 
Duonitrate is a combination of nitroglycerin 0.4 

mg. (1/150 grain) with penta-erythritol tetranitrate 

(PETN) 10 mg. (approx. 1/6 gr.). The action of 

penta-erythritol tetranitrate is already well known 

and clinically established. Nitroglycerin produces a 

direct vasodilating action on the arterioles and 

venules, resulting in a fall in blood pressure within 

2 or 3 minutes after ordinary oral dosage. While 

nitroglycerin produces an extremely rapid effect, the 

action is usually over within a half hour, and is 
eliminated very rapidly. 

The combination with penta-erythritol tetranitrate 
is therefore a logical one, as the PETN has a slow 
release of nitrite ion for long periods. PETN is 
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used mainly for coronary insufficiency but has 
received trial in arteriosclerosis obliterans. PETN 
has a wider margin of safety than other long-acting 
nitrites. 

As with all nitrites, the drug should be given 
with caution in glaucoma. There may be some 
transient headache and nausea with PETN, which 
may be more pronounced when combined with 
nitroglycerin. However, the symptoms usually dis- 
appear after 4 or 5 days of medication. The usual 
omer of the drug is one tablet three or four times 

aily. 

The tablets are in a special base suitable for 
sublingual administration and provide for a rapid 
coronary vasodilating action as well as for prolonged 
protection against angina pectoris recurrences. The 
tablets may also be swallowed whole for continuing 
prophylaxis. 

by Nysco Laboratories, Inc., New 
ork. 

Distributed in South Africa by: The Pharmapak 
Co. (Pty.) Ltd., P.O. Box 7553, Johannesburg. 


REVIEWS OF BOOKS 


PERIMETRY 


The Essentials of Perimetry. By Howard Reed, 
M.B., M.S. (London), F.R.C.S. (England), 
F.R.C.S. (Canada) and F.A.C.S. (1960. Pp. 
192. With 167 Figs. 45s.). London: Oxford 
University Press. 


Those of us who have enjoyed the hospitality and 
instruction of the Royal Eye Hospital in London 
will be glad to welcome this new publication by a 
former member of its staff. The book carries a 
built-in book review by Prof. Arnold Sorsby, who 
states : 

“Whilst working at the Royal Eye Hospital, Mr. 
Howard Reed was responsible for courses of lectures 
on the principles of perimetry delivered to students 
preparing for the Diploma in Ophthalmology. They 
were good lectures; they stressed basic principles and 
concentrated on those clinical conditions in which 
routine perimetry helps diagnosis and treatment. Mr. 
Reed’s lectures bore out the old truth that it takes 
a master to expound adequately the elements of a 
subject. 

“In this unambitious little book he has given his 
lectures a permanent form. He has wisely refrained 
from enlarging on his theme, so that the text 
remains an exposition of principles and routine 
procedures. The literature on perimetry is parti- 
cularly rich in excellent textbooks of an advanced 
type and in monographs which contribute substan- 
tially to the anatomy of the living eye and of the 
central nervous system. To this exhilarating litera- 
ture the present study is a clear and stimulating 
introduction.’ 

Instruments for perimetry range from the most 
expensive and elaborate down to the simple hat pin. 
Dr. Reed is able to get as much information by 
the proper use of a hat pin with a small white 
head as most other people with extremely compli- 
cated apparatus. The great thing about perimetry 
is to remember to do it. When is field examination 
indicated? It should be done in head injuries and 
in cases of diplopia. It is indicated when the patient 
bumps into objects on one side, if he has difficulty 


in keeping to the appropriate line when reading or 
when he is unable to see a whole word at one 
time. Pallor or cupping of the optic disc and 
papilloedema are further indications. In retinal vessel 
occlusion and unilateral proptosis much _ useful 
information may be derived from visual field testing. 
After the age of 65, about 4.6% of the population 
is affected by glaucoma. Perimetry would enable 
many of these cases to be diagnosed at an earlier 
stage. 


HEREDITY 


The Chemistry of Heredity. By Stephen 
Zamenhof, Ph.D. (1959. Pp. 99 + Index. 
With 10 Figs. 34s.). Oxford: Blackwell 
Scientific Publications. 


In the compass of this short work the author has 
brought together authentically and saliently a variety 
of disciplines converging on genetics. In so doing 
he provides cogent evidence for the thesis that 
heredity determinants are special chemical substances. 
He gives detailed consideration to the nucleic acids 
in this connexion. 

Insights in the field of cancer have been enor- 
mously enriched by our new discipline, for the mode 
of action of some carcinogenic agents, the elucida- 
tion of the upsetting of biochemical processes in the 
cancerous cell and the modern chemotherapy of 
cancer based on inhibition of synthesis of genetical 
material in cancerous cells, are all problems in the 
field of chemical genetics. 

The study of mutations of microorganisms to 
antibiotic resistance is one of the subjects in the 
rapidly expanding field of research, microbial gene- 
tics. Moreover, the chemical substances carrying the 
heredity of the viruses are now open to study, and 
have suggested ways of interfering with the normal 
process of synthesis of these substances so as to 
inhibit the multiplication of the virus. 

These with other themes such as mutation, the 
intermediary system and cytoplasmic inheritance, the 
peripheral reactions, as well as a review of hereditary 
defects in Man, combine to make this little volume 
a veritable treasure chest of up-to-date information. 
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DERMATOLOGY AND VENEREOLOGY 


Dermatologie und Venerologie: Vol. 3, Part 2. 
By Prof. Dr. H. A. Gottron and Prof. Dr. W. 
Schonfeld, Heidelberg. (1959. Pp. 1328. With 
Figs. Dm. 178). Stuttgart: Georg Thieme 
Verlag. 


Here we have contributions from 15 of the best 
known dermatologists in German-speaking Europe. 
Most of this part of the work is devoted to a series 
of monographs, each of which could justify separate 
publication. Korting and Brehm of Tiibingen begin 
with a presentation of the physiology and pathology 
of the sweat apparatus; anatomy and cytology will 
presumably be found in another section. The sub- 
ject is treated with a praiseworthy combination of 
thoroughness and clarity and the contributors have 
overlooked no previous work of importance, so that 
a useful summary of the fundamental recent work of 
Sulzberger, Herrman, Lobitz, Shelley and other 
pioneers in the U.S.A. is available. Among the 
organic disturbances discussed and pictured are hidr- 
adenitis axillaris, granulosis rubra nasi and Fox- 
Fordyce disease. The hand of Korting is evident in 
the brief but accurate historical notes throughout 
this section. 

Braum of Heidelberg writes the next section, on 
diseases of the sebaceous glands in which acne vul- 
garis and rosacea are included. Here the eye is 
immediately caught and enchanted by the magnifi- 
cent black-and-white ilustrations, which attain a 
consistent standard of excellence rarely seen. They 
provide a powerful argument against the supporters 
of coloured illustrations. The text of this portion 
is adequate, though possibly more details regarding 
the various techniques of dermabrasion could have 
been included in a work of this size. 

Friederich of Tiibingen contributes a monograph 
of 100 pages on diseases of the hair and scalp. This 
provides a useful review of all the common and 
rare conditions in this province and will be valuable 
as a work of reference. It is unfortunate that the 
usual time lag in the preparation of this encyclo- 
paedia has prevented the inclusion of that new, 
interesting and probably common dermatosis— 
alopecia mucinosa. A less forgivable oversight is 
the failure to mention Damsté and Prakken’s con- 
genital atrichia with papular lesions, but perhaps it 
is unfair to pick on one absentee among the 1,000 
references provided. 

A short, well illustrated section on diseases of the 
nails, by Pfister of Freiburg, follows. It does not 
attain the high standard set by other contributions 
and gives the impression of forcible condensation. 
The omission of G6étz’s work on the pathogenesis 
and treatment of dorsal (so-called ‘ synovial’) cysts 
of the finger is glaring. 

Korting next devotes 40 pages and over 700 
references to skin changes in association with diseases 
of the alimentary tract and the avitaminoses. No 
criticism can be levelled at this section, whose author 
has well maintained his usual high standard. Further, 
shorter sections on the relationship of skin changes 
to these of the liver, pancreas and urinary apparatus 
are followed by Bohnstedt of Giessen on_ skin 
changes, physiological and pathological, during 
pregnancy. 

Two impressive monographs follow. That deal- 
ing with the skin and mineral metabolism (Baumann 
of Andernach) begins with the fundamentals of 
electrolyte physiology and then considers sodium, 
potassium, calcium, phosphorus and other metals 
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and metalloids in detail: a useful review with an 
adequate bibliography. Tappeiner and Wodniansky 
of Vienna follow with one of the best of many fine 
contributions, on dermatoses caused by the deposi- 
tion of substances produced in the body. This re- 
viewer cannot recall a clearer, more concise cr 
better documented review of this subject, including 
as it does the essential chemistry and physiology of 
the lipids and mucins. The various lipidcses are 
fully described and other sections deal with amyloid, 
hyaline (Urbach-Wiethe disease), the myxoedemas 
and other mucinoses, and so on. 

The last 200 pages of this volume discuss a 
variety of subjects, including the leukaemias, Hodg- 
kin’s disease and mycosis fungoides. 

Author and subject indices to both parts of Vol. 3 
complete the work. . 

Few errors and omissions have been detected. Fig. 
18 in the section on sweat gland disturbances is 
reversed and, more important, authorities are occa- 
sionally quoted in the text and omitted from the list 
of references. Apart from their value as works of 
reference most of the contributions can be read in a 
systematic way and will form an excellent starting 
point for those undertaking research in the subjects 
reviewed. The publisher is to be congratulated on 
the faultless presentation of these fine contributions; 
format and illustrations are of the highest quality. 

{Note: Vol. 3 Part 1 of this work was reviewed 
in our issue of 28 November 1959 at p. 534.— 
Editor.} 


THE SCIENTIFIC BASIS OF MEDICINE 


Lectures on the Scientific Basis of Medicine. 
Vol. VII, 1957-58. (1959. Pp. 496. With 13 
Figs. 45s.). University of London: The Ath- 
lone Press. 


This volume, as in previous years, is packed full 
of interest, and if one has a complaint against the 
book it is that the fare provided is too varied for 
the average reader. The subjects vary from Polio- 
myelitis and Potassium Deficiency to Blood Group 
Genetics, and Acquired Haemolytic Anaemia, as well 
as Some Remarks upon the Scientific Basis of 
Otological Practice. 

The lecture on The Study of the Circulation by 
Dye Dilution Curves (J. P. Shillingford) describes 
simply and well the scientific basis of dye studies 
for the general reader. Prof. J. V. Dacie on Ac- 
quired Haemolytic Anaemia, on the other hand, 
deals with the complexities of the subject, but is 
nevertheless clear and lucid. The clinician will 
welcome the papers on The Megaloblastic Anaemias 
(D. L. Mollin) and also Problems in the Pathology 
of Coronary Artery Disease (G. L. Montgomery) 
and Some Biochemical Aspects of Hypertension 
(W. S. Peart). 

The pure scientist is catered for by J. H. Hum- 
phrey with his lecture on the Metabolism of Gamma 
Globulins and by Edith Bulbring’s contribution on 
the Physiology and Pharmacology of Intestinal 
Smooth Muscle. K. W. Cross, with his short but 
very readable lecture on Anoxia of the New Born, 
will give pleasure to everyone from paediatrician to 
physician and probably also the obstetrician. 

It is obvious that this book fills a gap, and will 
have a wide interest for all those who practice 
medicine. It will give a broader outlook even to 
the superspecialist, whatever his field. 
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Group RESEARCH IN MEDICINE 


Medical Surveys and Clinical Trials: Some 
Methods and ae of Group Research 
in Medicine. Ed. by L. J. Witts, C.B.E., M.A., 
M.LD., Sc.D., F.R.C.P. (1959. Pp. 324 + In- 
dex. With 17 Figs. 35s.). London and Cape 
Town: Oxford University Press. 


Part I. Methods: 1. General Principles and 
Methods; 2. Diagnosis in Group Research; 3. 
Prevalence Surveys; 4. Retrospective and Pros- 
pective Studies; 5. Follow-up Studies; 6. Volun- 
teers, Controls, Placebos and Questionaries in 
Clinical Trials; 7. Prophylactic Trials; 8. 
Therapeutic Trials; 9. Operational Research. 


Part II. Applications: 10. Genetics; 11. The 
Assessment of Nutriture; 12. Child Develop- 
ment and Health; 13. Chest Diseases; 14. 
Cardiovascular Diseases; 15. Diseases of the 
Joints; 16. Mental Illness; 17. Cancer; 18. 
Tropical Diseases. 


Since medicine is one of the pioneers of science, it 
is to be expected that its approach is continually 
being widened. In recent years a particular tech- 
nique of medical research has flourished and has 
significantly extended the horizons of clinical know- 
ledge. One of its main characteristics has been the 
study of health and disease in groups. Medical 
Surveys and Clinical Trials describes the underlying 
Pw and methods of this technique as seen 
y some of its leading practitioners in the United 
Kingdom and one from South Africa. 

The first part of the book is concerned with 
methods and the second with examples of applica- 
tions. Each author uses examples of his own research 
to illustrate the principles. Most of these examples 
are important and well-known contemporary prob- 
lems and are in themselves a source of up-to-date 
information. Each chapter has an extensive list of 
references. 

The method of what the authors choose to call 
group investigation, is grounded in clinical prac- 
tice. It owes much to the modern statistical school 
in its wide sense, with its emphasis on scientific 
method, design of experiments and sampling. The 
methods of classical epidemiology and social medi- 
cine have also been adapted and broadened. It is 
now more generally realized that groups have 
qualities which are not found in individuals. Often 
studies of groups are the only source of information 
in a wide variety of the medical fields which may 
include the natural history of disease, etiology, 
effects of treatment, prophylaxis, diagnosis, public 
health, medical administration and, in fact, almost 
any branch of medicine. 

However, this is not another text on statistics. 
No statistical knowledge is required from the reader 
and no details of method are discussed. It should 
go a long way in helping to break down the pre- 
judice which many clinicians still show against 
statistics’. There are discussions of many of the 
terms and concepts which have become so common 
in the current journals, e.g. random, control, test 
of significance. 

South Africa has an important part to play in 
one kind of group research. Here we have a 
number of groups with different racial, cultural and 
socio-economic backgrounds and in whom the pat- 
terns of health and disease often differ. To get 
the maximum knowledge from this source, the accu- 
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mulated experience set out in these writings can 
be invaluable. The book will be of great value to 
research workers for whom it is primarily intended; 
general readers, too, will find it interesting and 
stimulating. 


CANCER CURRENT LITERATURE INDEX 


Cancer Current Literature Index: A Compre- 
hensive up-to-date Guide to the World’s Medi- 
cal Literature in the Field of Cancer. Approxi- 
mately 5,400 bibliographical references a year. 
Published for the American Cancer Society, Inc. 
by the Excerpta Medica Foundation, 111 Kal- 
verstraat, Amsterdam-C, The Netherlands. 
$7.50 a year. 


The Cancer Current Literature Index, published at 
2- to 3-weekly intervals by the Excerpta Medica 
Foundation, contains a completely up-to-date list of 
bibliographical references of original current articles 
and papers concerned with the experimental and 
clinical fields of cancer. 

Compiled by the expert editorial staff of Excerpta 
Medica, the Cancer Current Literature Index is the 
most prompt and reliable ‘advance’ guide to the 
vast and growing volume of world medical litera- 
ture in the field. 

The coverage of the Cancer Current Literature 
Index is comprehensive. Some 3,000 medical jour- 
nals, including those from the U.S.S.R., are 
searched daily by the editors, and all articles per- 
taining to the field are listed in the Index. 

To enable readers to locate references without un- 
necessary searching, and with the minimum of de- 
lay, all listings in the Cancer Current Literature 
Index are grouped and classified according to the 
internationally accepted system of classification  fol- 
lowed in Excerpta Medica’s Cancer abstracting jour- 
nal. The Cancer Current Literature Index is fully 
cross-referenced. 

For users of the Cancer Current Literature Index 
who desire to seek a reference by an ‘author 
approach’ to the subject, the authors are listed con- 
veniently on the right-hand side of each page. An 
alphabetical list of authors will also be provided 
with each issue. 

A cumulated index of authors and a fully classi- 
fied subject index will be issued annually or semi- 
annually. 


ABSTRACTS OF SOVIET MEDICINE 


Cancer Research 1953 to 1956. Translations 
of Sovetskoe Meditsinskoe, Referativnoe Oboz- 
renie, Onkologiya, Volumes 5-9. Excerpta 
Medica Foundation, 111 Kalverstraat, Amster- 
dam-C, The Netherlands. (Pp. 710, $15. 
Clothbound.) 


Abstracts of Soviet Medicine—Cancer Research 
1953-1956 contains a comprehensive review of 
papers and reports of extensive Soviet research in 
the field of cancer, covering original publications 
appearing during the period 1950 to 1955. 

An over-all picture of Soviet work in cancer is 
presented in this volume. A considerable number 
of papers deal with topics such as tissue culture, 
tumour transplantation. immunological studies in 
cancer, protein metabolism in cancer cells, viral and 
chemical theories of carcinogenesis, to name some 
of the experimental subjects. 

In the clinical field, many case reports are pre- 
sented. Considerable ‘attention is devoted to sur- 
gical and radio-therapeutic treatment and numerous 
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reports are concerned with newer therapeutic 
methods, including chemotherapy, new techniques of 
irradiation, and with combinations of surgery, 
chemotherapy and irradiation. A number of writers 
discuss the experimental investigation and clinical 
use of different chemotherapeutic agents developed 
by Soviet workers. 

Reports on Soviet diagnostic procedures are in- 
cluded, emphasis being given to the use of aspira- 
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tion biopsy and cytological diagnosis. Many papers 
are devoted to the study of cancer tests. 

Interesting historical and biographical reviews of 
Russian cancer research are also presented in this 
important and exclusive volume of translated ab- 
stracts of the Soviet cancer literature. 

All abstracts are grouped and classified. An in- 
dex of authors and a fully cross-referenced subject 
index are provided. 


CORRESPONDENCE 


IMFEBRON 


To the Editor: In a leading article in the British 
Medical Journal of 12 March 1960 entitled Carcino- 
genic Risks of Iron-Dextran, there is reference to 
published results of our work which was completed 
over 2 years ago. ‘These investigations have con- 
tinued and we would have welcomed the opportunity 
to provide details of our later findingsi-5 had we 
been so requested. Perhaps at this stage we may 
be permitted to remedy this omission and to com- 
ment on the scientific aspects of the questions raised, 
by a summary of the conclusions from our own 
experimental work, much of it as yet unpublished. 

Let us consider the facts established so far. It is 
clear that in rats given the lower of Richmond’s® 
two dose ranges (a total of ca. 475 mg. Fe injected 
into one site), our results are substantially similar. 
But at lower doses, which still exceed 50 times the 
total human clinical dose on a weight basis, the 
incidence of tumours drops sharply to become com- 
parable with, or even lower than, published figures 
for tumours obtained in a similar manner by 
repeated subcutaneous injections of glucose, fructose, 
arachis oil and many other ‘innocuous’ materials.7-9 
In our mice the incidence of tumours has been very 
much lower than in the series reported by Haddow 
and Horning,!0 a fact which may be attributable to 
strain differences. The mice we employed were stock 
albino whereas those of Haddow and Horning were 
males of a strain exhibiting a high incidence of 
mammary cancer in the females. 

Haddow and Horning consider that the injection 
site sarcomata induced by iron-dextran constitute yet 
another manifestation of the carcinogenicity of iron. 
In interpreting these observations the authors con- 
clude that the tumours are directly due to the local 
action of the iron-dextran complex and are ‘ decided 
primarily by the absolute amount administered and 
only secondarily, if at all, by the relation of this 
to the total body weight.’ This interpretation of the 
facts completely disregards the grossly abnormal 
changes which invariably develop at the site of 
repeated massive injections of iron-dextran, whether 
or not sarcomatous change subsequently ensues. (It 
must be stressed that these local lesions are com- 
pletely absent in man and animals when iron-dextran 
is administered in therapeutic doses on a weight 
for weight basis.) Equally the profound systemic 
effects which accompany such massive iron overload 
are ignored by these authors. We have devoted 
much research to these aspects, which we believe 
to be of fundamental importance in the assessment 
of the significance of the whole phenomenon in 
relation to the therapeutic use of iron-dextran. 

We have described!2, 13 the sequence of changes 
in rat muscle following the injection of a single 
large dose of iron-dextran (equivalent to the total 
therapeutic dose on a weight basis). The mechanism 


of absorption involves the rapid lymphatic removal 
of the majority of the injected material before local 
macrophage accumulation reaches appreciable pro- 
portions. When massive doses are administered 
repeatedly into the same site this absorption mechan- 
ism is overwhelmed and residual siderophage 
accumulations assume ever increasing proportions. 
Widespread necrosis of muscle, followed by its 
partial or complete replacement by adipose tissue and 
masses of siderophages, becomes one of the most 
striking features of the lesion artificially created 
under these extreme experimental conditions.2 
Repeated subcutaneous injections into the abdominal 
wall of mice lead to very similar but even more 
drastic changes. These lesions do not occur with 
doses of iron-dextran nearer the therapeutic level. 

The view that in such experiments the dosage 
should not be related to the size of the animal, which 
merely consists of an injection site with a body at- 
tached, appears to us to be untenable. The balk 
of the local tissues available for absorption of any 
given dose is a crucial factor. The damage resulting 
from a proportionately large dose in the circum- 
scribed area of abdominal wall of the mouse or thigh 
muscles in the rat interferes with the local absorp- 
tion mechanism. The same dose administered to a 
larger species does not produce a local lesion. There- 
fore it is impossible to disregard the total muscle 
mass in considering the dosage employed. 

Profound systemic changes also result from mas- 
sive overloading with iron. These include reticulo- 
endothelial stimulation similar to that brought about 
by high doses of zymosan!4 (but maintained for a 
longer time); altered tissue enzyme activities;3. 4 
manifestations of loss of antioxidant capacity-signs of 
vitamin E deficiency,!5-17 increased formation of 
tissue peroxides and development of lipofuscin poly- 
mers in large amounts; enhanced hepatic suscepti- 
bility to toxic and adverse nutritional influences.! 
These systemic disturbances are not encountered until 
‘metabolic swamping’ with iron has been achieved. 
It is important to record the altered enzyme activi- 
ties, the accumulation of tissue peroxides, and the 
lipofuscin polymers are also present at the injection 
sites. Whether or not one considers the systemic 
changes outlined to be of importance, there is no 
escaping the fact that they are also present in the 
siderotic local tissues from which sarcomata arise. 

Haddow and Horning!9 stress the ‘ outstanding 
carcinogenic potency’ of Imferon. What their work, 
like that of Richmond,® clearly demonstrates is the 
remarkably low chronic toxicity of this iron com- 
plex, which affords an opportunity to administer 
doses of iron on a scale that is impossible to dupli- 
cate by any other means. Thus Haddow and Horn- 
ing’s two series of mice received 130 and 450 mg. 
Fe per mouse as Imferon whereas with ferrous sul- 
phate the total dose of iron was 8.0 mg. Fe (1 
fibroma), with ferrous lactate 14.1 mg. Fe (1 sar- 
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coma!) and ferrous gluconate 7.5 mg. Fe (1 fibroma, 
1 thymoma, 1 thecoma). I* should be remembered 
that the total body iron of the normal mouse is 2 
mg. In a note added in proof, the authors refer to 
lower dosage experiments in which a sarcoma ap- 
peared after about 35 weekly injections of 0.05 ml. 
iron-dextran, i.e. approximately 90 mg. Fe per 
mouse. This is still about 70 times the total clini- 
cal dose on a comparative weight basis. 

It is surprising that in the Editorial in the British 
Medical Journal only the results in rats and mice 
are quoted and no reference is made to the impor- 
tant species variability in tumour yield. Thus in the 
rabbit no tumours were obtained; in the hamster, 
one out of 50; and none in the guinea-pig. All 
these species received massive overdoses of iron- 
dextran.!0 

Finally, the question may be asked: has our em- 
phasis on the study of pathogenesis afforded any hint 
of the manner in which these tumours arise? Here 
we must necessarily extrapolate from known facts 
to achieve a working hypothesis. Repeated trauma, 
muscle necrosis and chronic inflammatory change 
caused by injections of a wide variety of chemical 
agents, including hypertonic saline and glucose, into 
the unstable subcutaneous tissues of rats!8 and mice 
can lead to the production of sarcomata. Why is 
the yield of tumours variable and often low? Pos- 
sibly because the body’s defence mechanisms—to 
put it no more specifically than that—eliminate most 
of the tumours at some early stage in their develop- 
ment. Zymosan in low doses stimulates these defence 
mechanisms to eliminate implanted tumours but in 
high doses it has the opposite effect.19 As we have 
seen, the reticulo-endothelial effects of massive doses 
of iron-dextran are similar to, but more prolonged 
than, the action of zymosan and it is conceivable 
that swamping the body with iron serves to pro- 
mote the local growth of tumours which would 
otherwise not have survived. Thus the development 
of sarcoma may depend on a massive siderotic local 
lesion coupled with systemic swamping of the animal 
with iron-dextran or other agent capable of stimu- 
lating the reticulo-endothelial system. 

We have tried to apply this working hypothesis 
in various ways. An experiment in which the first 
tumour has now appeared after nine months is one 
in which cell-free filtrates from rat sarcomata in- 
duced by the Richmond technique have been in- 
jected subcutaneously into the abdominal wall of 
normal rats, and of rats which had been massively 
overloaded with iron by intramuscular injections into 
the hind limbs. The sarcoma arose in an iron- 
laden rat. It was situated in the subcutaneous tis- 
sues of the abdominal wall at the site of injection of 
the cell-free filtrate and well clear of the iron-in- 
jected muscles. This result is reminiscent of the 
fibrosarcomata obtained by Salaman29 following the 
injection of cell-free filtrates of leukaemic tissue into 
mice. 

The assessment of the risk involved in the clinical 
use of Imferon can best be made by comparing the 
histological appearance of human tissues after Im- 
feron with the observations in animals. We have 
examined skin sections taken from a patient at 
various times following single subcutaneous injec- 
tions of 100 mg. Fe as Imferon. We can confidently 
state that 23 days after such an iniection all that 
remains at the site is a small number of sidero- 
phages around hair follicles, sweat glands and blood 
vessels—probably no more than one would find as 
an aftermath of a haematoma. Equally, skin and 
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subcutaneous tissues at sites of Imferon ‘staining ’ 
show a surprisingly small residuum of iron in phago- 
cytes and connective tissue cells. We have also 
examined injection sites in human muscle and again 
there were no changes in any way resembling the 
muscle destruction with replacement by adipose tissue 
and the siderotic masses seen as a result of massive 
overdosage with Imferon in rodents. 

A critical examination of all the facts concerning 
the mode of development of the siderotic lesion 
which is only created under drastic experimental 
conditions convinces the scientists at Benger Labora- 
tories that, in the absence of such a lesion, sarcoma- 
tous change is in the highest degree unlikely to 
develop. Since there is no evidence that a lesion of 
this kind is ever formed in man following the clini- 
cal use of Imferon, it must be concluded that there 
is no risk of sarcomatous change after Imferon 
therapy. 


L. Golberg. 


Research Department, 
Benger Laboratories Ltd., 
Holmes Chapel, 
Cheshire, England. 
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